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SECTION-WELCOME

Quick Reference Box
Yy Member services, claim inquiries, Personal HealtbrSupgtMental
HealthSubstancerelated and Addictive Disorsl@dministratorl- 8443338015.

y  Claims submittal address: UnitedHealthcala@ms, P.O. Box 30555, Salt Lake (
UT 841360555

Lity,

Yy Online assistanocsww.myuhc.com

Clermont County is @sed to provide you with this Summary Plan Description (SPD),
which describes the health Benefits available to you and your covered family members under

the Clermont County Welfare Benefit Plan. It includes summaries of:

Yy Who is eligible.

Yy~ Services that acevered, called Covered Health Services.

Yy Services that are not covered, called Exclusions and Limitations.
Yy How Benefits are paid.

Yy Your rights and responsibilities under the Plan.

This SPD is designed to meet your information needs and the disclosereaeuaf the
Employee Retirement Income Security Act of 19T 4(p&kAes any previous printed or

electronic SPD for this Plan.

IMPORTANT

The healthcare service, supply or Pharmaceutical Product is only a Covered He
Service if it is MedicalNecessary. (See definitions of Medically Necessary and C
Health Service in Section GlgssadyThe fact that a Physician or other provider ha
performed or prescribed a procedure or treatment, or the fact that it may be the
available treatent for a Sickness, Injury, Mental llin@ssstancdrelated andddictive
Disorders, disease or its symptoms does not mean that the procedure or treatm
Covered Health Service under the Plan.

hlth
pvered

bnly

PNt is a

Clermont County intends to continue this Plan, batves the right, in its sole
discretion, to modify, change, revise, amend or terminate the Plan at any time, f

the Employer and various unions, if applicabis.SPD is not to be construed as a

of this summary and the contents of the Plan, your rights shall be determined u
Plan and not under this summary.

reason, and without prior notice subject to any collective bargaining agreements

Dr any
between

contract of or for employment. If there should be an inconsistency between the :Fntents

er the

UnitedHeaklcare is a private healthcare claims administrator. UnitedHealthcare's goal is to
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps
your employer to administer claims. Although UnitedHealthcare will assist ygu in ma
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ways, it does not guarantee any Benefits. Clermont County is solely responsible for paying
Benefits described in this SPD.

Please read this SPD thoroughly to learn ho@¢nmont County Welfare Benefit Plan

works. If you have questions contact yaral lHuman Resourcgspartment or call the
number on the back of your ID card.

2 SecTION - WELCOME
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S

How To Use This SPD

Read the entire SPD, and share it with your family. Then keep it in a safe plagce for

future reference.

Many of the sections of this SPD are relatechtor sections. You may not have §
the information you need by reading just one section.

You can find copies of your SPD and any future amendmeetgiest printed
copies by contacting Human Resources

Capitalized words in the SPD have special gsamd are defined in Section 14
Glossary

If eligible for coverage, the words "you" and "your" refer to Covered Persons
defined in Section 1@Jossary

Clermont County is also referred to as Company.

If there is a conflict between this SPD and amgfivsummaries (other than

-

S

Summaries of Material Modifications) provided to you, this SPD will control.

SecTION - WELCOME
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SECTION-ANTRODUCTION

What this section includes:
Yy Who's eligible for coverage under the Plan.

The factors that impact your cost for coverage.
Instructions and timeframes for enrolling yourself and your eligible Dependertts.

When coverage begins.

<SS S S

When you can make coverage changes under the Plan.

Eligibility
You are eligible to enroll in the Plan if you are a regutaméuémployee who is schedule
to work at least 30 hours per week

Elected officials are covered without any minimum hours or waiting period.

Your eligible Dependents may also participate in the Plan. An eligible Dependent is
considered to be:

Yy Your Spouse, as defined in SectioGbésary.

Yy Your or your Spouse's child who is under age 26, including a natural child, stepchild, a
legally adopted child, a child placed for adoption or a child for whom you or your
Spouse are the legal guardian.

y" An unmarried child age 26 or over who lseaomes disabled and dependent upon you.

To be eligible for coverage under the Plan, a Dependent must reside within the United
States.

Note: Your Dependents may not enroll in the Plan unless you are also enrolled. If you and
your Spouse are both coverader the Clermont County Welfare Benefit Plan, you may

each be enrolled as a Participant or be covered as a Dependent of the other person, but not
both. In addition, if you and your Spouse are both covered under the Clermont County
Welfare Benefit Plan, lgrone parent may enroll your child as a Dependent.

A Dependent also includes a child for whom health care coverage is required through a
Quialified Medical Child Support Order or other court or administrative order, as described
in Section 13ther Impartt Information

Cost of Coverage
You and Clermont County share in the cost of the Plan. Your contribution amount depends
on the Plan you select and the family members you choose to enroll.

Your contributions are deducted from your paychecks on ataefoasis. Beforax
dollars come out of your pay before federal income and Social Security taxes are withheld

4 SECTION - INTRODUCTION
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and in most states, before state and local taxes are withheld. This gives your contributions a
special tax advantage and lowers the actual gost to

Your contributions are subject to review and Clermont County reserves the right to change
your contribution amount from time to time.

You can obtain current contribution rates by calling Human Resources

How to Enroll

To enroll, call Human Resoaswithin 31 days of the date you first become eligible for
medical Plan coverage. If you do not enroll within 31 days, you will need to wait until the
next annual Open Enrollment to make your benefit elections.

Each year during annual Open Enroliment,have the opportunity to review and change
your medical election. Any changes you make during Open Enroliment will become effective
the following January 1.

Important
If you wish to change your benefit elections following your marriage, birth, ad@ptjon
child, placement for adoption of a child or other family status change, you must ¢ontact
Human Resourc&gthin 31 days of the event. Otherwise, you will need to wait unfil the
next annual Open Enrollment to change your elections.

When Coverage Begins

Once Human Resourcegeives your properly completed enrollment, coverage will begin
onthe first dg of the month following the completion of a 60 day waiting pEowdrage

for your Dependents will start on the date your coverage begins, provided you have enrolled
them in a timely manner.

Coverage for a Spouse or Dependent stepchild that you @equiaeriage becomes
effective the date of your marriage, provided you notify Human Resaithinel days of
your marriage. Coverage for Dependent children acquired through birth, adoption, or
placement for adoption is effective the date of theyfatailis change, provided you notify
Human Resourcegthin 31 days of the birth, adoption, or placement.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation
Facilty on the day your coverage begins, the Plan will pay Benefits for Covered Health
Services that you receive on or after your first day of coverage related to that Inpatient Stay
as long as you receive Covered Health Services in accordance with thiénéeRias of

These Benefits are subject to any prior carrier's obligations under state law or contract.

You should notify UnitedHealthcare of your hospitalization within 48 hours of the day your
coverage begins, or as soon as is reasonably possible.fR@id&enthat have a Network
Benefit level, Network Benefits are available only if you receive Covered Health Services
from Network providers.

5 SECTION - INTRODUCTION
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Changing Your Coverage

You may make coverage changes during the year only if you experience a change in family
gatus. The change in coverage must be consistent with the change in status (e.g., you cover
your Spouse following your marriage, your child following an adoption, etc.). The following
are considered family status changes for purposes of the Plan:

Yy Your mariage, divorce, legal separation or annulment.

The birth, legal adoption, placement for adoption or legal guardianship of a child.

A change in your Spouse's employment or involuntary loss of health coverage (other
than coverage under the Medicare or Mddicagrams) under another employer's plan.

Loss of coverage due to the exhaustion of another employer's COBRA benefits,
provided you were paying for premiums on a timely basis.

Your death or the death of a Dependent.
Your Dependent child no longer qualifyas an eligible Dependent.

A change in your or your Spouse's position or work schedule that impacts eligibility for
health coverage.

S S

Contributions were no longer paid by the employer (this is true even if you or your
eligible Dependent continues to neeeioverage under the prior plan and to pay the
amounts previously paid by the employer).

Yy~ You or your eligible Dependent who were enrolled in an HMO no longer live or work in
that HMO's service area and no other benefit option is available to you layigtaur e
Dependent.

Yy Benefits are no longer offered by the Plan to a class of individuals that include you or
your eligible Dependent.

Yy Termination of your or your DependeMeadicaior Children's Health Insurance Program
(CHIP)coverage as a result of loksligibility (you must contact Human Resources
within 60 days of termination).

Yy You or your Dependent become eligible for a premium assistance subsidgdindier
or CHIP (you must contact Human Resoumitisin 60 days of the date of
determination of subsidy eligibility).

Yy You or your Dependetudse eligibility for coverage in the individual market, including
coverage purchased through a public exchange or other public market established under
the Affordable Care Act (Marketplace) (other than loss of eligibility for coverage due to
failure to papremiums on a timely basis or termination of coverage for cause, such as
making a fraudulent claim or an intentional misrepresentation of a material fact)
regardless of whether you or your Dependent may enroll in other individual market
coverage, througir outside of a Marketplace.

<,

A strike or lockout involving you or your Spouse.

A court or administrative order.

<,
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Unless otherwise noted above, if you wish to change your elections, you must contact
Human Resourcegthin 31 days of the change in famdyust Otherwise, you will need to
wait until the next annual Open Enrollment.

While some of these changes in status are similar to qualifying events under COBRA, you, or
your eligible Dependent, do not need to elect COBRA continuation coverage to take
advatage of the special enrollment rights listed above. These will also be available to you or
your eligible Dependent if COBRA is elected.

Note: Any child under age 26 who is placed with you for adoption will be eligible for
coverage on the date the chilplased with you, even if the legal adoption is not yet final. If
you do not legally adopt the child, all medical Plan coverage for the child will end when the
placement ends. No provision will be made for continuing coverage (such as COBRA
coverage) fohe child.

Change in Family Status Example
Jane is married and has two children who qualify as Dependents. At annual Opgn
Enrollment, she elects not to participate in Clermont County's medical plan, becguse her
husband, Tom, has family coverage undentpiyer's medical plan. In June, Tom
loses his job as part of a downsizing. As a result, Tom loses his eligibility for meglical

coverage. Due to this family status change, Jane can elect family medical coverfige under
Clermont County's medical plan outsidennual Open Enroliment.

7 SECTION - INTRODUCTION
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SECTION-HOW THE PLAN WORKS

What this section includes:
Yy Accessing Benefits.

Eligible Expenses.
Annual Deductible.

Coinsurance.

<SS S S

Out-of-Pocket Maximum.

Accessing Benefits

As a participant in this Plan, you have the freedohotse the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitations that may apply.

Youare eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You can choose to receive Designated Network Benefits, Network Benefits or Non
Network Benefits.

Designated Network Benefitsapply to Covered Health Services that are provided by a
Network Physician or othergwider that is identified as a Designated Provider. Only certain
Physicians and providers have been identified as a Designated Provider. Designated
Network Benefits are available only for specific Covered Health Services as identified in
Section 5Rlan Hjhlight$Vhen Designated Network Benefits apply, they are included in and
subject to the same Annual Deductible ando®Bbcket Maximumequirements as all

other Covered Health Services provided by Network providers.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. You are not required to select a Primary Physician in
order to obtain Network Benefits. In general health care terminology, a Primary Physician
may also be referred to &remary Care PhyswiBRCP

Emergency Health Services are always paid as Network Benefits. For facility charges, these
are Benefits foCovered Health Services that are billed by a Network facility and provided
under the direction of either a Network or-iN@twork Physician or other provider.

Network Benefits include Physician services provided in a Network facility by a Network or
a no-Network Emergency room Physician, radiologist, anesthesiologist or pathologist.

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or other ndletwork provider, or Covered Health Services that are
providedat a noANetwork facility. In general health care terminology:Nébmork
Benefits may also be referred to asabiMetwork Benefits.

8 SECTIONB - HOWTHEPLANWORKS
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Depending on the geographic area and the service you receive, you may have access through
UnitedHealthcare's Sharedisgy Program to neNetwork providers who have agreed to
discounts negotiated from their charges on certain claims for Covered Health Services. Refer
to the definition of Shared Savings Program in SectiGio&dargf the SPD for details

about how th&hared Savings Program applies.

You must show your identification card (ID card) every time you request health care services
from a Network provider. If you do not show your ID card, Network providers have no way

of knowing that you are enrolled undeRtaa. As a result, they may bill you for the entire

cost of the services you receive.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would if you receive the same care from/dataork provider. Thereffe, in
most instances, your eaftpocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level. You are required to pay the amount that exceeds the EtjgginleeEThe amount in

excess of the Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask theNetwork provider about their billed
charges before you receive care.

Health Services from Na-Network Providers Paid as Network Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Health Services are receivedfrom a non
Network provider. In this sittian, your Network Physician will notify UnitedHealthcare,

and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and your Network Physician to coordinate care
through a no#Network provider

Looking for a Network Provider?

In addition to other helpful informatiomyww.myuhc.com UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilitie$ in
UnitedHealthcare's Network. While Network status may change from time to tim
www.myuhc.comhas the most current source of Network informaltisa.
www.myuhc.comto search for Physicians available in your Plan.

1Y%

Network Providers

UnitedHealthcare or its affiliates arrange for health care providers to participate in a
Network.At your request, UnitedHealthcare will send you a directory offNptenaders

free of chargdleep in mind, a provider's Network status may change. To verify a provider's
status or request a provider directory, you can call UnitedHealthcare at the number on your
ID card or log ontavww.myuhc.com

Network providersra independent practitioners and are not employees of Clermont
County or UnitedHealthcare.

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and other credentials, but does not assure the quality otésepsewded.
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Before obtaining services you should always verify the Network status of a provider. A
provider's status may change. You can verify the provider's status by calling
UnitedHealthcare. A directory of providers is available onkmavainyuhc.com or by

calling the number on your ID card to request a copy.

It is possible that you might not be able to obtain services from a particular Network
provider. The network of providers is subject to change. Or you might find that a particular
Network provder may not be accepting new patients. If a provider leaves the Network or is
otherwise not available to you, you must choose another Network provider to get Network
Benefits.

If you are currently undergoing a course of treatment utilizing\eetvaork Fhysician or

health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available for specific medical services and for limited periods of time. If you have
guestions regarding this transition of care regament policy or would like help

determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the number on your ID card.

Do not assume that a Network provider's agreement includes all Covered Health Services.
Sane Network providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all Covered Health Services. Some Network providers choose to be
a Network provider for only some of UnitedHealthcare's products. Refer to yiml@r pro
directory or contact UnitedHealthcare for assistance.

Designated Providers

If you have a medical condition that UnitedHealthcare believes needs special services,
UnitedHealthcare may direct you to a Designated Provider chosen by UnitedHealthcare. If
you require certain complex Covered Health Services for which expertise is limited,
UnitedHealthcare may direct you to a Network facility or provider that is outside your local
geographic area. If you are required to travel to obtain such Covered Heathf®en a
Designated Provider, UnitedHealthcare may reimburse certain travel expenses at
UnitedHealthcare's discretion.

In both cases, Network Benefits will only be paid if your Covered Health Services for that
condition are provided by or arrangethieyDesignated Provider or other provider chosen
by UnitedHealthcare.

You or your Network Physician must notify UnitedHealthcare of special service needs (such
as transplants or cancer treatment) that might warrant referral to a Designated Provider. If
youdo not notify UnitedHealthcare in advance, and if you receive services from a non
Network facility (regardless of whether it is a Designated Provider) or otNetvnanrk

provider, Network Benefits will not be paid. N\wtwork Benefits may be availabtee

special needs services you receive are Covered Health Services for which Benefits are
provided under the Plan.

Limitations on Selection of Providers

If UnitedHealthcardetermines that you are using health care services in a harmful or
abusive manngor with harmful frequency, your selection of Network providers may be
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limited. If this happens, you may be required to select a single Network Physician to provide
and coordinate all of your future Covered Health Services.

If you don't make a selectiithin 31 days of the date you are notitimitedHealthcare
will select a single Network Physician for you. In the event that you do not use the selected
Network Physician, Covered Health Services will be paid-&eNamrk Benefits.

Eligible Expenses

Clermont County has delegated to UnitedHealthcadiéstinetion and authority to decide
whether a treatment or supply is a Covered Health Service and how the Eligible Expenses
will be determined and otherwise covered under the Plan.

Eligible Expenses are the amount UnitedHealthcare determines that Uttt eall

pay for Benefits. For Designated Network Benefits and Network Bgoefise not

responsible for any difference between Eligible Expenses and the amount the provider bills.
For Non-Network Benefits, you are responsible for payinglyliethe noANetwork

provider, any difference between the amount the provider bills you and the amount
UnitedHealthcare will pay for Eligible Expenses. Eligible Expenses are determined solely in
accordance with UnitedHealthcare's reimbursement palieyngsi, as described in the

SPD.

For Designated Network Benefits and Network BenefitsEligible Expenses are based
on the following:

Yy When Covered Health Services are received from a Designated Network and Network
provider, Eligible Expenses are UnitediHeate's contracted fee(s) with that provider.

Yy When Covered Health Services are received froraNehwark provider as a result of
an Emergency or as arranged by UnitedHealthcare, Eligible Expenses are an amount
negotiated by UnitedHealthcare or an amuemmitted by law. Please contact
UnitedHealthcare if you are billed for amounts in excess of your applicable Coinsurance,
Copayment or any deductible. The Plan will not pay excessive charges or amounts you
are not legally obligated to pay.

For Non-Network Benefits, Eligible Expenses are based on either of the following:
Yy When Covered Health Services are received fromNetwark provider, Eligible

Expenses are determined, based on:

- Negotiated rates agreed to by theMetwork provider and either
UnitedHealthcare or one of UnitedHealthcare's vendors, affiliates or subcontractors,
at UnitedHealthcare's discretion.

- If rates have not been negotiated, then one of the following amounts:
Eligible Expenses are determined based on 110% of the publishedwats all

by theCenters for Medicare and Medicaid Serfocdd€dibtde for the same or
similar service within the geographmécket, with the exception of the following:
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1 50% of CMS for the same or similar laboratory service.

1 45% of CMS for the samesmilar durable medical equipment, or CMS
competitive bid rates.

When a rate is not published@iySfor the service, UnitedHealthcare uses an
available gap methodology to determine a rate for the service as follows:

1 For services other than PharmaceWRicaucts, UnitedHealthcare uses a
gap methodology establishedipyumIinsigimd/or a third party vendor
that uses a relative value scale. The relative value scale is usually based on the
difficulty, time, work, risk and resources of the service réi#tiee value
scale(s) currently in use become no longer available, UnitedHealthcare will
use a comparable scale(s). UnitedHealthca@pamdinsigie related
companies through common ownership by UnitedHealth Group. Refer to
UnitedHealthcare's welssétwww.myuhc.comfor information regarding
the vendor that provides the applicable gap fill relative value scale
information.

1 For Pharmaceutical Products, UnitedHealthcare uses gap methodologies that
are similar to the pricing methodology use@Ndg ard produce fees based
on published acquisition costs or average wholesale price for the
pharmaceuticals. These methodologies are currently créaldddajth
SystemEhomson Reu{published in ilRed Bopkor UnitedHealthcare
based on an internatlgveloped pharmaceutical pricing resource.

1 When a rate is not published@iySfor the service and a gap methodology
does not apply to the service, the Eligible Expense is based on 50% of the
provider's billed charge.

For Mental Healttservices anSubstace Related and Addictive Disorders
Services the Eligible Expense will be reduced by 25% for Covered Health
Services provided by a psychologist and by 35% for Covered Health Services
provided by a masters level counselor.

UnitedHealthcare updates @&ISpublished rate data on a regular basis when
updated data fro@MSbecomes available. These updates are typically implemented
within 30 to 90 days af@éMSupdates its data.

IMPORTANT NOTICE : Non-Network providers may bill you for any difference
between th provider's billed charges and the Eligible Expense described here.
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Don't Forget Your ID Card

Remember to show your ID card every time you receive health care services from a
provider. If you do not show your ID card, a provider has no way of knowiy[guthatln
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is the amount of Eligible Expenses you must pay each calendar year
for Covered Health Services before you are eligible to begin receiving Benefits. There are
separate Network and nbletwork Annual Deductibles for this Pl@he amounts you pay

toward your Annual Deductible accumulate over the course of the calendar year.

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that mmalzenefit limit. As a result, the

limited benefit will be reduced by the number of days or visits you used toward meeting the
Annual Deductible.

When a Covered Person was previously covered under a benefit plan that was replaced by
the Plan, any amountesddy applied to that annual deductible provision of the prior plan
will apply to the Annual Deductible provision under this Plan.

Coinsurance

Coinsurance is the percentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed pemtage that applies to certain Covered Health Services after you
meet the Annual Deductible.

Outof-Pocket Maximum

The annual Owbf-Pocket Maximum is the most you pay each calendar year for Covered
Health Services. There are separate Network aiehaork Outof-Pocket Maximums

for this Planlf your eligible oubf-pocket expenses in a calendar year exceed the annual
maximum, the Plan pays 100% of Eligible Expenses for Covered Health Services through
the end of the calendar year.

The Outof-Pocket Maximum applies to all Covered H&athices under the Plan,
including Covered Health Services provided under your outpatient prescription drug plan.

The following table identifies what does and does not apply towdxgtyeank and non
Network Outof-Pocket Maximums:
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Plan Features

Appliesto the
Network Out-of-
Pocket Maximum?

Applies to the
Non-Network
Out-of-Pocket

Maximum?
Payments toward the Annual Deductible Yes Yes
Coinsurance for Covered Health Service
available under your outpatient prescripti Yes Yes
drug plan
Charges for reCovered Health Services No No
The amounts of any reductions in Benefi
you incur by nobbtaining prior No No
authorization as required
Charges that exceed Eligible Expenses No No

14
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SECTION4ERSONAL HEALTH SORFAND PRIOR AUTHORIDN

What this section includes:
Yy An overview of the Personal Health Suppagram.

Yy Covered Health Services which Require Prior Authorization.

Care Management

When you seek prior authorization as required, the Claims Administrator will work with you
to impkement the care management process and to provide you with information about
additional services that are available to you, such as disease management programs, health
education, and patient advocacy.

UnitedHealthcare provides a program called Persottal Sigapordesigned to encourage
personalized, efficient care for you and your covered Dependents

Personal Health Support Nursester their efforts on prevention, education, and closing
any gaps in your care. The goal of the program is to ymsueeeive the most appropriate
and coskffective services available.

If you are living with a chronic condition or dealing with complex health care needs,
UnitedHealthcare may assign to you a primary nurse, referred to as a Personal Health
Support Nurs,to guide you through your treatment. This assigned nurse will answer
guestions, explain options, identify your needs, and may refer you to specialized care
programs. The Personal Health Support Nurse will provide you with their telephone number
so you an call them with questions about your conditions, or your overall health-and well
being.

Personal Health Support Nursel provide a variety of different services to help you and

your covered family members receive appropriate medical care. Rnog@mds are

subject to change without notice. When the Claims Administrator is called as required, they
will work with you to implement the Personal Health Suppmantss and to provide you

with information about additional services that are avtolgble, such as disease

management programs, health education, and patient advocacy. As of the publication of this
SPD, the Personal Health Suppoogram includes:

Yy Admission counseling- Nurse Advocates are available to help you prepare for a
successt surgical admission and recovery. Call the number on the back of your ID card
for support.

Yy Inpatient care management If you are hospitalized, a nungk work with your
Physician to make sure you are getting the care you need and that yonisPhysicia
treatment plan is being carried out effectively.

Yy~ Readmission Management This program serves as a bridge between the Hospital
and your home if you are at high risk of being readmitted. After leaving the Hospital, if
you have a certain chronic or carmondition, you may receive a phone call from a
Personal Health Support Nuteeconfirm that medications, needed equipment, or
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follow-up services are in place. The Personal Health SupportviiLats® share
important health care information, reiterate and reinforce discharge instructions, and
support a safe transition hem

Y Risk Management- Designed for participants with certain chronic or complex
conditions, this program addresses such health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants magceive a phone call from a Personal Health Supporttdldiseuss
and share important health care information related to the participant's specific chronic
or complex condition.

If you do not receive a call from a Personal Health Supportiutifeel you could benefit
from any of these programs, péeeall the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Covered Health Servicqs. In
general, your Network Primary Physician and other Network providers are respdnsible
for obtaining prior authorizati before they provide these services to you. There afe
some Benefits, however, for which you are responsible for obtaining prior autholjization.
For detailed information on the Covered Health Services that require prior authofization,
please refer to Sexti6,Additional Coverage Details

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services listed below have been prior authorized as required. Before receiving these services
from a Network provider, you may wemtontact the Claims Administrator to verify that

the Hospital, Physician and other providers are Network providers and that they have
obtained the required prior authorizatietwork facilities and Network providers cannot

bill you for services they fail to prior authorize as required. You can contact the Claims
Administrator by calling the number on the back of your ID card.

When you choose to receive certain Covered eaitites from neNetwork providers,

you are responsible for obtaining prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable wheNetwork

provider intends to admit you to atiWork facility or refers you to other Network

providers.

To obtain prior authorization, call the number on the back of your ID cardThis call

starts the utilization review proc€ssce you have obtained the authorization, please review
it carefully so that you understand what services have been authorized and what providers
are authorized to deliver the services that are subject to the authorization.

The utilization review procass set of formal techniques designed to monitor the use of,

or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care
services, procedures or settings. Such techniques may include ambulatory review, prospective
reviewsecond opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.
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Contacting UnitedHealthcareor Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are generally responsible for obtaining prior authorization from the
Claims Administrator before they provide certain services to you. However, thee are som
Network Benefits for which you are responsible for obtaining prior authorization from the
Claims Administrator.

When you choose to receive certain Covered Health Services fitdetvwank providers,
you are responsible for obtaining prior authorizatom the Claims Administrator before
you receive these services. In many cases, yehieNaork Benefits will be reduced if the
Claims Administratdras not provided prior authorization.

Services for which you are required to obtain prior authorization are identified in Section 6,
Additional Coverage Detdlish each Covered Health Service Benefit description. Please
note that prior authorizatisimelines apply. Refer to the applicable Benefit description to
determine how far in advance you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays
Benefis) the prior authorization requirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as described in &agioina@pn of
Benefits (COBPpu are not required to obtain authorization before reg€wirered Health
Services.
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SECTIONHLAN HIGHLIGHTS

What this section includes:
Yy Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms and Features

The table below provides an overviethefPlan's Annual Deductible and-OfaPocket
Maximum.

Designated
Plan Features Network and
Network Amounts

Non-Network
Amounts

Annual Deductible

Yy Individual. $3,000 $6,000

Yy Family (not to exceed the applicablg
Individual amount for all Covered
Persons in a family). $6,000 $12,000

Annual Out-of-Pocket Maximum

Yy Individual (single coverage). $4,000 $10,000

Yy Family (not to exceed the applicablg
Individual amount for all Covered
Persons in a family). $8,000 $20,000

The Annual Deductible applies toward
Out-of-Pocket Maximum for all Coverec
Health Sevices.

Lifetime Maximum Benefit

There is no dollar limit to the amount th o
Plan will pay for essential Benefits duri Unlimited
the entire period you are enrolled in thi
Plan.

Generally the following are considered
be essential benefits underRladient
Protection and Affordable Care Act:

Ambulatory patient services; emergeng
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Designated
Plan Features Network and
Network Amounts

Non-Network
Amounts

services, hospitalization; maternity and
newborn caréylental Healtland
SubstancRelated and Addictive
Disordersservices (including behavioral
health treatment); pregtion drug
products; rehabilitative and habilitative
services and devices; laboratory servic
preventive and wellness services and
chronic disease management; and ped
services (including oral and vision care

Schedule of Benefits

This table praides an overview of the Plan's coverage levels. For detailed descriptions of
your Benefits, refer to Sectiom\@ditional Coverage Details

Benefit
(The Amount Payable by the Plan base
Covered Health Service's o (S S ENES)
Designated
Network and Non-Network
Network
Acupuncture Services
. . . 100% after you me¢ 70% after you mes
I?riieiSSectlon Bdditional Coverage Dé&bails the Annual the Annual
’ Deductible Deductible
Ambulance Ambulance
Yy Emergency Ambulance. 100% after you me¢ 100% after you
the Annual meet the Annual
Deductible Network
Deductible
Yy Non-Emergency Ambulance. 100% after you eet| 70% after you mee
_ _ the Annual the Annual
Grou_n(_j or air ambula_nce, as the C_:Ialm Deductible Deductible
Administrator determines appropriate.
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Benefit

(The Amount Payable by the Plan base

Covered Health Services O (S S IES)

Designated
Network and
Network

Non-Network

Cancer Services

SedCancer Resource Servicés 8eRi)n 6,
Additional Coverage Details

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the ame as
those stated undel
each Covered Heal
Service category ir
this section.

Depending upon
where the Covere
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Clinical Trials

Benefits are available when the Covere
Health Services are provided by either
Network or noANetwork providers.

Depending upon
where the Covereo
Health Service is
provided, Benefits
will be the same ag
those stated unde
each Covered Heall
Serviceategory in
this section.

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Congenital Heart Disease (CHD)
Surgeries

For Network Benefit€ HD surgeries
must be received aDasignated Provide
and performed byResignated Provider

Network Benefits include services rece
at a Network facility and performed by
Network Physician that is not a
Designated ProvidandDesignated
Providerand services provided at a-hon
Network facility.

Non-Network Benefits under this sectio

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Benefit

(The Amount Payable by the Plan base

Covered Health Services O (S S IES)

Designated
Network and
Network

Non-Network

include only the CHD surgery.

Depending upon where the Covered
Health Service is provided, Benefits for
diagnostic services, cardiac catheteriza
and nomrsurgicamanagement of CHD
will be the same as those stated under
Covered Health Service category in thi
section.

Dental Services Accident Only

See Section Bdditional Coverage Débails
limits.

100% after you meg
the Annual
Deductible

100% afterqu
meet the Annual
Network
Deductible

Dental Anesthesia

See Section Additional Coverage Dé&bails
limits.

100% after you meg
the Annual
Deductible

70% after you mee
the Annual
Deductible

Diabetes Services

Diabetes SeManagment and Training/
Diabetic Eye Examinations/Foot Care

Depending upon
where the Covered
Health Service is
provided, Benefits
for diabetes self
management and
training/diabetic eyg
examinations/foot
care will be paid th¢
same as those stati
under each Ceved
Health Service

Depending upon
where the Covere
Health Service is
provided, Benefits
for diabetes self
management and
training/diabetic
eye
examinations/foot
care will be paid th
same as those stal
under each Covere
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Diabetes SeManagement Iltems
y  Diabetes equipment.

y" Diabetes supplies.

Benefit
(The Amount Payable by the Plan base
Covered Health Service's USSP
Designated

Network and Non-Network
Network

category in this Healh Service
section. category in this

Benefits for diabete
equipment will be

the same as those
stated unddburable

Medical Equipmant
this section.

For diabetes suppli¢
the Benefit is 100%
after you meet the
Annual Deductible.

section.

Benefits for
diabetes equipmert
will be the same a
those stated unde

Durable Medical
Equipmenm this
section.

For diabetes
supplies the Benef
is 70% after you
meet the Annual
Deductible.

Durable Medical Equipment (DME)

SedDurable Medical Equipim&wsction 6,
Additional Coverage Dé&bailignits

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Emergency Health Services
Outpatient

100% after you meg¢
the Annual
Deductible

100% after you
meet the Annual
Network
Deductible

Gender Dysphoria

Depending upon
where the Coverecd
Health Service is
provided, Benefits
will be the same as
those stated undel
each Covered Heall
Service category if
the Schedke of Benef

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a
those stated unde
each Covered
Health Service
category in the
Schedule of Bene
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Benefit

(The Amount Payable by the Plan base

Covered Health Services O (S S IES)

Designated
Network and
Network

Non-Network

Home Health Care

See Section Bdditional Coverage Détails
limits.

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Hospice Care

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Hospital - Inpatient Stay

100% after you e®t
the Annual
Deductible

70% after you meg
the Annual
Deductible

Kidney Services

For Network Benefits, kidney services
must be received aDasignated Provide

See Kidney Resource Services (KRS)
Additional Coverage Betail

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated undel
each Covered Heal
Service category ir
this section.

Depending upon
where the Covere
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Lab, X-Ray and Diagnostics-
Outpatient

y' Lab Testing Outpatient.

Yy X-Ray and Other Diagnostic Testing
Outpatient.

y I*Mammogram of the year

100% after you meg¢
the Annual
Deductible

100% after you meg
the Annual
Deductible

100%

70% after you mee
the Annual
Deductible

70% dter you meet
the Annual
Deductible

Not Applicable
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Lab, X-Ray and Major Diagnosticsd
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Mental Health Senices

Yy Inpatient.

y  Outpatient.

100% after you meg
the Annual
Deductible

100% after you meg
the Annual
Deductible

100% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

70% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible

Neurobiological Disorders- Autism
Spectrum Disorder Services

y Inpatient.

y' Outpatient.

100% after yomeet
the Annual
Deductible

100% after you meg¢
the Annual
Deductible

100% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

70% after you mee
the Annual
Deductible

70% after you ne¢
the Annual
Deductible

70% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible
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Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Covered Health Servicés

Designated
Network and
Network

Non-Network

Nutritional Counseling

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Ostomy Supplies

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Pharmaceutical Products Outpatient

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Physician Fees for Surgical and
Medical Services

Covered Health Services provided by &
non-Network consulting Physician,
assistant surgeon or a surgical assistat
Network facility will be paid as Netwo
Benefits. In order to obtain the highest
level of Benefits, you should confirm th
Network status of these providers prior
obtaining Covered Health Services.

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Physician's Office Services Sickness
and Injury

y' Primary Physician.

Yy Specialist Physan.

100% after you meg
the Annual
Deductible

Designated

70% after you meg
the Annual
Deductilde
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Benefit
(The Amount Payable by the Plan base
Covered Health Service's on Eligible Expenses)
Designated
Network and Non-Network
Network
Network
100% after you pay 7094 after you mee
the_AnnuaI the Annual
Deductible and afte Deductible
you pay a
Copayment of $80
per visit
Network

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Pregnancyd Maternity Services

A Deductible will not apply for a newbo
child whose length of stay in the Hospif
is the same as the mother's length of s

Benefits will be the

same as those statt

under each Covere
Health Service
category in this

Benefits will be the
same as those stat
under each Covere
Health Service
category in this

section. section.

Preventive Care Services

Y Physician Office Séces. 100% 70% after you meg
the Annual
Deductible

Yy Lab, Xxray or Other Preventive Test 100% 70% after you mee
the Annual
Deductible

Yy Breast Pumps. 100% 70% after you mee
the Annual
Deductible

Prosthetic Devices 100% after you me¢ 70% after you mee

See Section Bdditional Coage Detaifsr the Annual the Annual

limits. Deductible Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Reconstructive Procedures

Depending upon
where the Coverecd
Health Service is
provided, Benefits
will be the same as
those stated undel
each Cwuered Health
Service category ir
this section.

Depending upon
where the Covere
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Rehabilitation Services Outpatient
Therapy and Manipulative Treatment

See Section Additional Coverage Dé&bails
visit limits.

100% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Scopic Procedures Outpatient
Diagnostic and Therapeutic

y' 1*Colonoscopy of the year

100% after you meg¢
the Annual
Deductible

100%

70% after you meg
the Annual
Deductible

Not Applicable

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

See Section Additional Coverage Dé&bails
limits.

100% after you meg¢
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

SubstanceRelated and Addictive
Disorders Services

Yy Inpatient.

y" Outpatient.

100% after you meg
the Annual
Deductible

100% after you meg
the Annual
Deductible

100% for Partial
Hospitalization/Inte
nsive Oupatient
Treatment after you
meet theAnnual
Deductible

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

70% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible

Surgery- Outpatient

100% after you meg¢
the Annué
Deductible

70% after you meg
the Annual
Deductible

Therapeutic Treatments- Outpatient

100% after you meg¢
the Annual
Deductible

Dialysis is covered |
Network only

70% after you meg
the Annual
Deductible

Transplantation Services

For Neawork Benefits, transplantation
services must be received Besignated
Provider The Claims Administrator doe
not require that cornea transplants be
performed at ®esignated Provider
order for you to receive Network Benef

Depending upon
wherethe Covered
Health Service is
provided, Benefits
will be the same a
those stated under
each Covered Heal

Service category ir

Non-Network
Benefits are not
available
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Benefit

(The Amount Payable by the Plan base

Covered Health Services O (S S IES)

Designated
Network and Non-Network
Network

this section.

Urgent Care Center Services

100% after you me¢ 70% after you meg

the Annual the Annual
Deductible Deductible
Virtual Visits
Network Benefits are available only wh
services are delivered through a 100% after you me¢  Non-Network
Designated Virtual Network Provider. Y the Annual Benefits are not
can find a Designated Virttngtwork Deductible available.

Provider by going t@ww.myuhc.comor
by calling the telephone number on yol
ID card.

Vision Examinations

100% after you me¢ 70% after you mee

the Annual the Annual
Deductible Deductible

y Lenses Post Cataract Surgery 100% after you meq 70% after you mesq
the Annual the Annual
Deductible Deductible

See Section Bdditonal Coverage Ddtails

limits.

Wigs

See Section 6, Addital Coverage Details, fi 100% after you me¢ 70% after you meg¢

limits. the Annual the Annual
Deductible Deductible

1Please obtain prior authorization from the Claims Administrator before receiving Covered Health
Services, as described in Sectiddditional Coverage Details.
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SECTION-GADDITIONAL COVERAWHAILS

What this section includes:
Yy Covered Health Services for which the Plan pays Benefits.

Yy Covered Health Services that require you to obtain prior authorization beforejyou
receive them, andyreduction in Benefits that may apply if you do not call to ¢btain
prior authorization.

This section supplements the second table in Sed?ian &ighlights

While the table provides you with Benefit limitations alon@uiitsurance and Annual

Deductible information for each Covered Health Service, this section includes descriptions

of the Benefits. These descriptions include any additional limitations that may apfly

as Covered Health Services for which you must obtain priorzaithoifrom the Claims
Administrator as requirethe Covered Health Services in this section appear in the same

order as they do in the table for easy reference. Services that are not covered are described in
Section 8Exclusions and Limitations

Acupurtture Services

The Plan pays for acupuncture services for pain therapy provided that the service is
performed in an office setting by a provider who is one of the following, either practicing
within the scope of his/her license (if state license is Ejalawho is certified by a

national accrediting body:

y" Doctor of Medicine.

y" Doctor of Osteopathy.

y" Chiropractor.

y' Acupuncturist.

Covered Health Services include treatment of nausea as a result of:

y Chemotherapy.
y Pregnancy.
Yy Postoperative procedures.

Any comiination of Network Benefits and Ndtetwork Benefits is limited 1@
treatments per calendar year.

Did you knowé
You generally pay less-otipocket when you use a Network provider?
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Ambulance Services

The Plan covers Emergency ambulance servicesnapdrtigtion provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Section 14Glossafygr the definition of Emergency.

Ambulance service by air is covered in an Emergency if ground transportgitassiisien

or would put your life or health in serious jeopardy. If special circumstances exist,
UnitedHealthcare may pay Benefits for Emergency air transportation to a Hospital that is
not the closest facility to provide Emergency Health Services.

The Plaralso covers neEBEmergency transportation provided by a licensed professional
ambulance (either ground or air ambulance, as UnitedHealthcare determines appropriate)
between facilities when the transport is:

Yy~ From a norNetwork Hospital to a Network Hospital

To a Hospital that provides a higher level of care that was not available at the original
Hospital.

y
Yy To a more costffective acute care facility.
Yy From an acute facility to a satute setting.

Prior Authorization Requirement

In most cases, the Claimswidistrator will initiate and direct RBmergency
ambulance transportation. If you are requestingmangency ambulance services,
please remember that you must obtain prior authorization as soon as possible pfior to
transport.

If you fail to obtain par authorization as required, Benefits will be reduced to 50%4 of
Eligible Expenses.

Cancer Resource Services (CRS)

The Plan pays Benefits oncology services provideddssignated Providearticipating
in the Cancer Resource Services (CRS) pr@gsignated Provides defined in Section
14,Glossary

For oncology services and supplies to be considered Covered Health Serviassptiney m
provided to treat a condition that has a primary or suspected diagnosis relating to cancer. If
you or a covered Dependent has cancer, you may:

Yy Be referred to CRS by the Claims Administrator or a Personal Health Support Nurse

y  Call CRS at-866936-6002.

Yy Visit www.myoptumhealthcomplexmedical.com.
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To receive Benefits for a canedated treatment, you are not required to \@s@gnated
Provider If you receive oncology services from a facility that iesignated Provider
the Plan pays Befits as described under:

Yy Physician's Office SeBidasess and Injury.

Physician Fees for Surgical and Medical Services.
Scopic Proced@eatpatient Diagnostic and Therapeutic.
Therapeutic Treatm@ntpatient.

Hospital Inpatient Stay.

SSSK XS

Surgg- Outpatient.

Note: The services described untiexvel and LodgiregCovered Health Services only in
connection with canceelated services received Reaignated Provider

To receive Benefits under the CRS program, you must contact CRS Iptaimitgyo
Covered Health Services. The Plan will only pay Benefits under the CRS prograjn if CRS
provides the proper notification to thesignated Providperforming the services
(even if you setefer to a provider in that Network).

Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
gualifying Clinical Trial for the treatment of:

y' Cancer or other l#fthreatening disease or condition. For purposes of this benefit, a life
threatening disease ondiion is one from which the likelihood of death is probable
unless the course of the disease or condition is interrupted.

y' Cardiovascular disease (cardiac/stroke) which is not life threatening, for which, as
UnitedHealthcare determines, a Clinical Taatsithe qualifying Clinical Trial criteria
stated below.

Yy Surgical musculoskeletal disorders of the spine, hip and knees, which are not life
threatening, for which, as UnitedHealthcare determines, a Clinical Trial meets the
gualifying Clinical Trial criterstated below.

y' Other diseases or disorders which are not life threatening for which, as UnitedHealthcare
determines, a Clinical Trial meets the qualifying Clinical Trial criteria stated below.

Benefits include the reasonable and necessary items aes gsed to prevent, diagnose
and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are available only when the Covered Person is clinically eligible for participation in
the qualifying Clinical Trial as defined byakearcher.

32 SECTION - ADDITIONACOVERAGEETAILS



CLERMONCOUNTWEDICAICHOICEPLUS NACOPAYP300MEDUCTIBLELAN

Routine patient care costs for qualifying Clinical Trials include:

y Covered Health Services for which Benefits are typically provided absent a Clinical Trial.

Yy Covered Health Services required solely for the provision of the Experimental or
Investigational Service(s) or item, the clinically appropriate monitoring of the effects of
the service or item, or the prevention of complications.

y* Covered Health Services needed for reasonable and necessary care arising from the
provision of an Experimentai Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

Yy The Experimental or Investigational Service(s) or item. The only exceptions to this are:

- CertainCategorydBvices.

- Certain promising interventions for patients tgitminal illnesses.

- Other items and services that meet specified criteria in accordance with
UnitedHealthcare's medical and drug policies.

Yy Items and services provided solely to satisfy data collection and analysis needs and that
are not used in the diretinical management of the patient.

Yy A service that is clearly inconsistent with widely accepted and established standards of
care for a particular diagnosis.

Yy Items and services provided by the research sponsors free of charge for any person
enrolled in th trial.

With respect to cancer or other-tleeatening diseases or conditions, a qualifying Clinical
Trial is a Phase |, Phase I, Phase Ill, or Phase IV Clinical Trial that is conducted in relation
to the prevention, detection or treatment of canaather lifethreatening disease or

condition and which meets any of the following criteria in the bulleted list below.

With respect to cardiovascular disease, musculoskeletal disorders of the spine, hip and knees
and other diseases or disorders whichoatdethreatening, a qualifying Clinical Trial is a

Phase I, Phase Il, or Phase Il Clinical Trial that is conducted in relation to the detection or
treatment of such ndife-threatening disease or disorder and which meets any of the

following criterian the bulleted list below.

Yy Federally funded trials. The study or investigation is approved or funded (which may
include funding through-kind contributions) by one or more of the following:

- National Institutes of Health (it¢JudedNational Candestitute (NQI)

- Centers for Disease Control and Prevention (CDC)

- Agency for Healthcare Research and Quality (AHRQ)

- Centers for Medicare and Medicaid Services (CMS)

- A cooperative group or center of any of the entities described above or the
Departmeonit Defense (D@DjheVeterans Administration (VA)

- A qualified norgovernmental research entity identified in the guidelines issued by
theNational Institutes of Healttenter support grants.
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- TheDepartment of Veterans Atfieidepartment ofddsér theDepartment of Energy
as long as the study or investigation has been reviewed and approved through a
system of peer review that is determined byabeetary of Health and Human Services
to meet both of the following criteria:

Comparable to thsystem of peer review of studies and investigations used by
theNational Institutes of Health

Ensures unbiased review of the highest scientific standards by qualified
individuals who have no interest in the outcome of the review.

Yy The study or investigan is conducted under an investigational new drug application
reviewed by the.S. Food and Drug Administration

Yy The study or investigation is a drug trial that is exempt from having such an
investigational new drug application.

Yy The Clinical Trial mustkie a written protocol that describes a scientifically sound study
and have been approved by all relevant institutional review boards (IRBs) before
participants are enrolled in the trial. UnitedHealthcare may, at any time, request
documentation about thest.

Yy The subject or purpose of the trial must be the evaluation of an item or service that
meets the definition of a Covered Health Service and is not otherwise excluded under
the Plan.

Prior Authorization Requirement

You must obtain prior authorizatioorh the Claims Administrator as soon as the
possibility of participation in a Clinical Trial arises. If you fail to obtain prior
authorization as required, Benefits will be reduced to 50% of Eligible Expenses.

Congenital Heart Disease (CHD) Surgeries

The Ran pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include surgeries to treat conditions such as coarctation of the aorta, aortic
stenosis, tetralogy of fallot, transposition of the great vessels and hypéipdastght

heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealthcare at the number on your ID card for information about these guidelines.

The Plan pays Benefits for CHD services orderedtbyseiBn and received at a facility
participating in the CHD Resource Services program. Benefits include the facility charge and
the charge for supplies and equipment. Benefits for Physician services are described under
Physician Fees for Surgical ead9dedces

Surgery may be performed as open or closed surgical procedures or may be performed
through interventional cardiac catheterization.

Benefits are available for the following CHD services:
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Outpatient diagnostic testing.

Evaluation.

Surgical intgentions.

Interventional cardiac catheterizations (insertion of a tubular device in the heart).

S SSSKS Y

Fetal echocardiograms (examination, measurement and diagnosis of the heart using
ultrasound technology).

Yy Approved fetal interventions.

CHD services other thdinose listed above are excluded from coverage, unless determined
by the Claims Administrator to be proven procedures for the involved diagnoses. Contact
CHD Resource Services €@38B9367246 before receiving care for information about

CHD services. Moriaformation is also available at
www.myoptumhealthcomplexmedical.com

If you receive CHD services from a facility that is Belsggnated Providethe Plan pays
Benefits as described under:

Yy Physician's Office SeBidasess and Injury.

Physician &éer Surgical and Medical Services.

Scopic Proced@atpatient Diagnostic and Therapeutic.
Therapeutic Treatm@nutpatient.

Hospital Inpatient Stay.

<SS S S

SurgerOutpatient.

To receive Benefits under the CHD program, you must contact CHD R&souices
at 18889367246 prior to obtaining Covered Health Services. The Plan will only jpay
Benefits under the CHD program if CHD provides the proper notification to the
Designated Providperforming the services (even if yoursédlr to a provider ithat
Network).

Note: The services described untiexvel and LodgiregCovered Health Services only in
connection with CHD services received at a Congenital Heart Disease Resource Services
program.

Prior Authorization Requirement

For Covered Health S&res required to be receilmydh Designated Providerou must
obtain prior authorization from the Claims Administrator as soon as the possibilify of a
CHD surgery arises. If you do not obtain prior authorization and if, as a result, the CHD
surgeries amot received atlzesignated ProvidéMetwork Benefits will apply.

For nonNetwork Benefits, if you fail to obtain prior authorization from the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.
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Dental ServicesAccident Only
Dental services are covered by the Plan when all of the following are true:

y Treatment is necessary because of accidental damage.

Yy Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

Yy The dental damagesivere enough that initial contact with a Physician or dentist occurs
within 72 hours of the accident. (You may request an extension of this time period
provided that you do so within 60 days of the Injury and if extenuating circumstances
exist due to thseverity of the Injury.)

Please note that dental damage that occurs as a result of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repairs to teeth tlatdamaged as a result of such activities.

The Plan also covers dental care (oral examinatiays,»extractions and nsurgical

elimination of oral infection) required for the direct treatment of a medical condition limited
to:

Yy Dental services relatedmedical transplant procedures.

y Initiation of immunosuppressive (medication used to reduce inflammation and suppress
the immune system).

y~ Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to repair the damage causeddsnéal Injury must conform to the

following timeframes: Treatment is started within three months of the accident, or if not a
Covered Person at the time of the accident, within the first three months of coverage under
the Plan, unless extenuating cigtantes exist (such as prolonged hospitalization or the
presence of fixation wires from fracture care), Treatment must be completed within 12
months of the accident, or if not a Covered Person at the time of the accident, within the
first 12 months of covage under the Plan.

The Plan pays for treatment of accidental Injury limited to the following:

Emergency examination.

Necessary diagnostierays.

Endodontic (root canal) treatment.
Temporary splinting of teeth.

Prefabricated post and core.

Simple minimaikstorative procedures (fillings).

Extractions.

SIS

Posttraumatic crowns if such are the only clinically acceptable treatment.

w
(o3}
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Y Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Dental ServicesDental Anesthesia

The Plan pays f@ental services for a child under the age of 9, for someone with a chronic
disability, ofor someone that has a medical condition that requires hospitalization or
general anesthesia.

Diabetes Services

Diabetes SeliManagement and Training/Diabetic Eye Examinations/Foot Care

Outpatient selmanagement training for the treatment of diabetes, education and medical
nutrition therapy service&ervices must be ordered by a Physician and provided by
appropriately licensed or registered health care professional

Benefits also include medical eye examinations (dilated retinal examinations) and preventive
foot care for diabetes.

Diabetic SelfManagement ltems

Insulin pumpsnd supplies for the management and treatment of diabetes, based upon your
medical needsclude:

Insulin pumps that are subject to all the conditions of coverage statélivaioler
Medical Equipmer{DME).

Blood glucose monitors, including continuous glucose monitors.

Insulin syringes with needles.

Blood glucose and urine test strips.

Ketone test strips and tablets.

SRS S S

Lancets and lancet devices.

Benefits for diabetes equipment that meet the definition of Durable Medical Equipment are
not subject to the limit stated unBerrable Medical Equipimémis section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining any Durable Medical Equipment for the managengent and
treatment of diabetes that exceeds $1,000 in cost (either retail purchase cost @ fumulativ
retail rental cost of a single item). If you fail to obtain prior authorization as requifed,
Benefits will be reduced to 50% of Eligible Expenses.

Durable Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

Yy Ordered or proded by a Physician for outpatient use primarily in a home setting.
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Used for medical purposes.

Not consumable or disposable except as needed for the effective use of covered Durable
Medical Equipment.

<SS

Not of use to a person in the absence of a diseasalulitgi

y" Durable enough to withstand repeated use.

Benefits under this section include Durable Medical Equipment provided to you by a
Physician. If more than one piece of DME can meet your functional needs, Benefits are
available only for the equipmerattmeets the minimum specifications for your needs.
Benefits are provided for a single unit of DME (example: one insulin pump) and for repairs
of that unit.

Examples of DME include but are not limited to:

Oxygen and the rental of equipment to adminisygreax(including tubing, connectors
and masks).

Equipment to assist mobility, such as a standard wheelchair.

A standard Hospit&ype beds.

Negative pressure wound therapy pumps (wound vacuums).

Burn garments.

Insulin pumps and all related necessary supplaescribed undgiabetes Servicdss
section.

SRS Y

External cochlear devices and systems. Surgery to place a cochlear implant is also
covered by the Plan. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefits for cochleaplantation are provided under the applicable
medical/surgical Benefit categories in this SPIH&&peal Inpatient Sfd&ehabilitation
Service®utpatient TherapgSurgeryOutpatiemt this section.

Yy Braces that stabilize an injured body pefuding necessary adjustments to shoes to
accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durable Medical Equipment and are a Covered
Health Service. Braces that straighten agehthe shape of a body part are orthotic
devices and are excluded from coverage. Dental braces are also excluded from coverage.

Yy Mechanical equipment necessary for the treatment of chronic or acute respiratory failure
(except that aronditioners, humidérs, dehumidifiers, air purifiers and filters, and
personal comfort items are excluded from coverage).

Benefits also include speech aid devices and tescpd@geal voice devices required for
treatment of severe speech impediment or lack of speetiy alinéouted to Sickness or
Injury. Benefits for the purchase of speech aid devices and-ésubieageal voice devices
are available only after completing a requirednioeth rental period.
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Benefits under this section do not include any devitienapppump, machine, stimulator,
or monitor that is fully implanted into the body.

Note: DME is different from prosthetic deviceseeProsthetic Dewctss section.

Benefits for speech aid devices and traetmuhageal voice devices are linotduet
purchase of one device during the entire period of time a Covered Person is enrolled under
the Plan. Benefits for repair/replacement are limited to once every three years.

Benefits are provided for the repair/replacement of a type of Durable Hedipaient
once every three calendar years.

At UnitedHealthcare's discretion, replacements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purchase price, or when a change in the
Covered Person's medical coaditiccurs sooner than the three year timeframe. Repairs,
including the replacement of essential accessories, such as hoses, tubes, mouth pieces, etc.,
for necessary DME are only covered when required to make the item/device serviceable and
the estimated pair expense does not exceed the cost of purchasing or renting another
item/device. Requests for repairs may be made at any time and are not subject to the three
year timeline for replacement.

Prior Authorization Requirement

For Non-Network Benefits you mtiobtain prior authorizatidrom the Claims
Administratobefore obtaining any Durable Medical Equipment that exceeds $1,J00 in
cost (either retail purchase cost or cumulative retail rental cost of a single item). Jf you fail
to obtain prior authorizatiodrom the Claims Administrator, as required, Benefits Wll be
reduced to 50% of Eligible Expenses.

Emergency Health Servic&3utpatient

The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when requitedstabilize a patient or initiate treatment.

Benefits under this section include the facility charge, supplies and all professional services
required to stabilize your condition and/or initiate treatment. This includes placement in an
observation bed fahe purpose of monitoring your condition (rather than being admitted

to a Hospital for an Inpatient Stay).

Network Benefits will be paid for an Emergency admission teNehwork Hospital as

long as the Claims Administratonotified withim8 hoursf the admission or on the same
day of admission if reasonably possible after you are admitted-tdetwark Hospital.

The Claims Administrator may elect to transfer you to a Network Hospital as soon as it is
medically appropriate to do so. If you camtipour stay in a ndfetwork Hospital after

the date your Physician determines that it is medically appropriate to transfer you to a
Network Hospital, Network Benefits will not be provided.-Network Benefits may be
available if the continued stay ighined to be a Covered Health Service. Eligible
Expenses will be determined as described Hhgibte ExpenseSection 31ow the Plan
Works
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Benefits under this section are available for services to treat a condition that does not meet
the definitbn of an Emergency.

Gender Dysphoria
Benefits for the treatment of Gender Dysphoria limited to the following services:

Yy Psychotherapy for Gender Dysphoria and associatearloiml psychiatric diagnoses
are provided as described uriental Heal8ervicesyour SPD.

Yy Crosssex hormone therapy:

- Crosssex hormone therapy administered by a medical provider (for example during
an office visit) is provided as described uPlkd@mmaceutical PradOctipatiem
your SPD.
Yy Puberty suppressing medication iageot implanted by a medical provider in a clinical
setting.

<,

Laboratory testing to monitor the safety of continuous-segdsormone therapy.

<,

Surgery for the treatment for Gender Dysphoria, including the surgeries listed below:
Male to Female:

- Clitoroplaty (creation of clitoris)

- Labiaplasty (creation of labia)

- Orchiectomy (removal of testicles)

- Penectomy (removal of penis)

- Urethroplasty (reconstruction of female urethra)
- Vaginoplasty (creation of vagina)

Female to Male:

- Bilateral mastectomy or breast ctidn

- Hysterectomy (removal of uterus)

- Metoidioplasty (creation of penis, using clitoris)
- Penile prosthesis

- Phalloplasty (creation of penis)

- Salpingabophorectomy (removal of fallopian tubes and ovaries)
- Scrotoplasty (creation of scrotum)

- Testicular pros#sis

- Urethroplasty (reconstruction of male urethra)
- Vaginectomy (removal of vagina)

- Vulvectomy (removal of vulva)

Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery
Documentation Requirements:
The Covered Person must provide documentatithve following for breast surgery:

y A written psychological assessment from at least one qualified behavioral health provider
experienced in treating Gender Dysphoria. The assessment must document that the
Covered Person meets all of the following ieriter
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- Persistent, wellocumented Gender Dysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must be 18 years or older.

- If significant medical ddental Healtltoncerns are present, they must be
reasonably well controlled.

TheCovered Person must provide documentation of the following for genital surgery:

y A written psychological assessment from at least two qualified behavioral health
providers experienced in treating Gender Dysphoria, who have independently assessed
the Covere Person. The assessment must document that the Covered Person meets all
of the following criteria.

- Persistent, wallocumented Gender Dysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must 18 years or older.

- If significan medical oMental Healtltoncerns are present, they must be
reasonably well controlled.

- Complete at least 12 months of successful continuetuméutealife experience in
the desired gender.

- Complete 12 months of continuous cisEss hormone therapyppropriate for the
desired gender (unless medically contraindicated).

Prior Authorization Requirement for Surgical Treatment
You must obtain prior authorization as soon as the possibility of surgery arises.

If you fail to obtain prior authorization aguired, Benefits will be reduced to 50% dof
Eligible Expenses.

Prior Authorization Requirement for NonSurgical Treatment
Depending upon where the Covered Health Service is provided, any applicable prior
authorization requirements will be the same asstaied under each Covered Health
Service category in this section.

Home Health Care

Covered Health Services are services that a Home Health Agency provides if you need care
in your home due to the nature of your condition. Services must be:

y" Ordered by &hysician.

Yy Provided by or supervised by a registered nurse in your home, or provided by either a
home health aide or licensed practical nurse and supervised by a registered nurse.

Yy Not considered Custodial Care, as defined in Sect{lod<ary

Yy Providedon a partime, Intermittent Care schedule when Skilled Care is required. Refer
to Section 14Glossafgr the definition of Skilled Care.

The Claims Administratauill determine if Skilled Care is needed by reviewing both the
skilled nature of the serviand the need for Physietirected medical management. A

41 SECTION - ADDITIONACOVERAGEETAILS



CLERMONCOUNTWEDICAICHOICEPLUS NACOPAYP300MEDUCTIBLELAN

service will not be determined to be "skilled" simply because there is not an available
caregiver.

Any combination of Network Benefits and Ndetwork Benefits is limited & visits per
calendayear. One visit equals four hours of Skilled Care services.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior auttatian for nutritional fods
from the Claims Administrator five business days before receiving services or a4 soon as
is reasonably possible. If you fail to obtain prior authorization as required, Benefts will be
reduced to 50% of Eligible Expenses.

Hospice Care

Hospice care isiantegrated program recommended by a Physician which provides comfort
and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social, spiritual and reshe care fo
terminally ill person, and shtetm grief counseling for immediate family members while

the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which can includeaa Hosp

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before admission for an Inpatient Stay in a hospice
facility or as soon as is reasonably possible. Ilfilytoudlatain prior authorization as
required, Benefits will be reduced to 50% of Eligible Expenses.

Hospital Inpatient Stay
Hospital Benefits are available for:

Yy Non-Physician services and supplies received during an Inpatient Stay.
y" Room and board in ar8Sieprivate Room (a room with two or more beds).

Yy Physician services for radiologists, anesthesiologists, pathologists and Emergency room
Physicians.

The Plan will pay the difference in cost between gpBeateé Room and a private room
only if a private @mm is necessary according to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital
based Phgjcian services are described in this sectionRimggcian Fees for Surgical and
Medical Services

Benefits for Emergency admissions and admissions of less than 24 hours are described
underEmergency Health SeandS&sgerOutpatierfscopic RedareOutpatient Diagnostic
and TherapewtitdTherapeutic Treatm@nitpatientespectively.
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Prior Authorization Requirement

Please remember for Ndletwork Benefits, for:

Yy A scheduled admission, you must obtain prior authorization five busysdssfore
admission.

Yy A nonscheduled admission (including Emergency admissions), you must prgvide
notification as soon as is reasonably possible.

If authorization is not obtained as required, or notification is not provided, Benefits will
be reduced to 50 of Eligible Expenses.

Kidney Resource Services (KRS)

The Plan pays Benefits for Comprehensive Kidney Solution (CKS) that covers both chronic
kidney disease and End Stage Renal Disease (ESRD) prdvielgdriated Provider
participating in the Kidney &irce Services (KRS) progmesignated Providey

defined in Section 1@Jossary

In order to receive Benefits under this program, KRS must provide the proper notification
to the Network provider performing the services. This is true even if yetesélf a
Network provider participating in the program. Notification is required:

Yy Prior to vascular access placement for dialysis.

Yy~ Prior to any ESRD services.
You or a covered Dependent may:

Yy Be referred to KRS by the Claims Administrator or Persontid Bepport
y Call KRS at-B6656%+7518.

To receive Benefits related to ESRD and chronic kidney disease, you are not required to visit
aDesignated Providdf you receive services from a facility that is Desgnated

Provider the Plan pays Bensfés described under:

Yy Physician's Office SeBidasess and Injury.

Physician Fees for Surgical and Medical Services.

Scopic Proced@atpatient Diagnostic and Therapeutic.

Therapeutic Treatm@uotpatient.

Hospital Inpatient Stay.

SIS XS

SurgerOutpatient.

To receive Benefits under the KRS program, you must contact KRS prior to obtgining
Covered Health Services. The Plan will only pay Benefits under the KRS prograjn if KRS
provides the proper notification to thesignated Providperforming theservices

(even if you setefer to a provider in that Network).
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Lab, XRay and Diagnostie©utpatient

Services for Sickness and Injetgted diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facility include:

y  Lab and radiogy/X-ray.

Yy Mammography.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are describexisadtion undéthysician Fees for
Surgical and Medical Séix;esray and diagnostic services for preventive care are
described undétreventive Caeevicesthis section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostwicesrare described untab, XRay and Major
Diagnostic€T, PET Scans, MRI, MRA and Nuclear M&litpegiein this section.

Prior Authorization Requirement

For Non-Network Benefits fosleep studiegpu must obtain prior authorization from
the Claims Administrator five business days before scheduled services are recejved. If you
fail to obtain prior authorization as required, Benefits will be reduced to 50% of Hligible
Expenses.

Lab, XRay and Major DiagnostidST, PET Scans, MRI, MRA and Nuclear Medicine
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Alternate Facility

Benefitaunder this section include:

Yy The facility charge and the charge for supplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this secti®hysidem Fees fo
Surgical and Medical Services

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before scheduled services are received. If you fail to
obtain prior authorizaticas required, Benefits will be reduced to 50% of Eligible
Expenses.
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Mental HealtBervices

Mental HealtlServices include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Facility or in a provider's office. All servitée prvided by
or under the direction of a properly qualified behavioral health provider.

Benefits include the following levels of care:

Inpatient treatment.
Residential Treatment.
Partial Hospitalization/Day Treatment.

Intensive Outpatient Treatment.

<SS S

Outpatient treatment.
Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Providerbased case magement services.

Crisis intervention.

<SS S

TheMental HealthSubstanc®elated and Addictive DisordAdiministrator provides
administrative services for all levels of care.

You are encouraged to contactental HealthSubstanc®elated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.
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Prior Authorization Requirement
Please remember for Ndletwork Benefits for:
Yy A scheduled admission for Mental Health Services (including Partial

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Hospitalization/Day Treatment and agsions for services at a Residential

Treatment facility), you must obtain authorization from the Claims Administragor five

business days before admission.

A nonscheduled admission (including Emergency admissions) you must pro
notification as soon asreasonably possible.

In addition, for NorANetwork Benefits you must obtain prior authorization from
Claims Administrator before the following services are received. Services req
prior authorization: Partial Hospitalization/Day Treatment; inte@stpatient
Treatment programs; outpatient electmovulsive treatment; psychological testir
transcranial magnetic stimulation; extended outpatient treatment visits begon
minutes in duration, with or without medication management, youbiairs{oior
authorization for NoiNetwork Benefits before services are received.

ide

the
uiring

g;
d 45

Neurobitogical DisordersAutism Spectrum Disorder Services

The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapies such as Applied Behavior Analysis (ABA) that are the
following:

y
y

y

Focused on the treagmt of core deficits of Autism Spectrum Disorder.

Provided by 8oard Certified Applied Behavior Analysb(B®@®AQualified provider

under the appropriate supervision.

Focused on treating maladaptive/stereotypic behaviors that are posing dalfiger to s

others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment for Autism Spectrum
Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits amvailable under the applicable medical Covered Health Services categories
as described in this section.

Benefits include the following levels of care:

SSSK XS

Inpatient treatment.

Residential Treatment.

Partial Hospitalization/Day Treatment.
Intensive Outpatientréatment.

Outpatient Treatment.
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Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Crisis inérvention.

SIS S

Providerbased case management services.

TheMental HealthSubstanc®elated and Addictive DisordAdiministrator provides
administrative services for all levels of care.

You are encouraged to contactvental HealthSubstanc®elated and Adittive
DisordersAdministrator for referrals to providers and coordination of care.

Prior Authorization Requirement

Please remember for Ndletwork Benefits for:

Yy A scheduled admission for Neurobiological Disordarssm Spectrum Disorder
Services (indliing Partial Hospitalization/Day Treatment and an admission for
services at a Residential Treatment facility), you must obtain authorization fr¢m the
Claims Administrator five business days before admission.

Yy A nonscheduled admission (including Emergetmysaions) you must provide
notification as soon as is reasonably possible.

Yy In addition, for NoANetwork Benefits you must obtain prior authorization from|the
Claims Administrator before the following services are received. Services reduiring
prior authomzation: Partial Hospitalization/Day Treatment; Intensive OutpatierJ
Treatment programs; outpatient electmovulsive treatment; psychological testir]g;
transcranial magnetic stimulation; extended outpatient treatment visits bBQord 45
minutes in duratigrwith or without medication management; Intensive Behavipral
Therapy, includingpplied Behavior Analysis (ABA).

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reducéi®tm5bEligible Expenses.

Nutritional Counseling

The Plan will pay for Covered Health Services for medical education services provided in a

Physician's office by an appropriately licensed or healthcare professional when:

Yy Education is required for a disdasghich patient sethanagement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.
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Some examples of such medical conditions include, but laretedtto:

Coronary artery disease.

Congestive heart failure.

Severe obstructive airway disease.

Gout (a form of arthritis).

Renal failure.

Phenylketonuria (a genetic disorder diagnosed at infancy).

SSSSKSKKSKSS

Hyperlipidemia (excess of fatty substances in thg.blood

When nutritional counseling services are billed as a preventive care service, these services
will be paid as described unéezventive Care Servigeshis section.

Ostomy Supplies
Benefits for ostomy supplies are limited to:

Yy Pouches, face plates &edts.
Yy Irrigation sleeves, bags and ostomy irrigation catheters.
Yy Skin barriers.

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive, adhesive remover, or other items not listed above.

Pharmaceutical Product®utpatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of
what would be included under this category are antijietibons in the Physician's office

or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which, due to
their characteristics (as determined by Unitetiel@ad), must typically be administered or
directly supervised by a qualified provider or licensed/certified health professional. Benefits
under this section do not include medications that are typically available by prescription
order or refill at a phaany.

UnitedHealthcare may have certain programs in which you may receive an enhanced or
reduced Benefit based on your actions such as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. Yoassay acc
information on these programs through the Interneivat.myuhc.comor by calling the
number on your ID card.
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Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or for Physician house calls.

Physician's Office ServiceSickness and Injury

Benefits are paid by the Plan for Covered Health Services provighgsitian's office for

the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section
regardless of whether the Physician's office is freestanding, located in a clinic or located in a
Hospital. Benefits under this sectiotuithe allergy injections and hearing exams in case of
Injury or Sickness.

Covered Health Services include medical education services that are provided in a
Physician's office by appropriately licensed or registered healthcare professionals when both
of thefollowing are true:

Yy Education is required for a disease in which patientassfyement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Coverd Health Services include genetic counseling. Benefits are available for Genetic
Testing which is determined to be Medically Necessary following genetic counseling when
ordered by the Physician and authorized in advance by UnitedHealthcare.

Benefits for peventive services are described uPideentive Care Sentiuessection.

When a test is performed or a sample is drawn in the Physician's office and then sent outside
the Physician's office for analysis or testing, Benefits for lab, radiotygahd other

diagnostic services that are performed outside the Physician's office are désdrjbed in

Ray and Diagnostigpatient

Prior Authorization Requirement

For Non-Network Benefits, you must obtain prior authorization from the Claims
Adminigrator as soon as is reasonably possible before GeneticolBRICWis
performed If authorization is not obtained as required, Benefits will be reduced tq 50%
of Eligible Expenses.

Please Note
Your Physician does not have a copy of your SPD, andaspansible for knowing d
communicating your Benefits.

i
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Pregnancy Maternity Services

Benefits for Pregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. This includes all matenelgyed medical servicesgognatal care,
postnatal care, delivery, and any related complications.

The Plan will pay Benefits for an Inpatient Stay of at least:

Yy 48 hours for the mother and newborn child following a vaginal delivery.

Yy 96 hours for the mother and newborn child foligvei cesarean section delivery.

These are federally mandated requirements un8i&wberns' and Mothers' Health Protection
Act of 199@&hich apply to this Plan. The Hospital or other provider is not required to get
authorization for the time periods ethbove. Authorizations are required for longer

lengths of stay. If the mother agrees, the attending Physician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits inckiderthces of a genetic counselor
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immediate family. Covered Health Services include related tests and
treatment.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator as soon as reasonably possible if the Inpatient Stay for the motheg and/or
the newborn will be more than 48 hours for the mother and newborn child followjng a
normal vaginaladivery, or more than 96 hours for the mother and newborn child
following a cesarean section delivery. If you fail to obtain prior authorization as rgquired,
Benefits will be reduced to 50% of Eligible Expenses.

It is important that you notify the ClaiAdministrator regarding your Pregnancy. Y@ur
notification will open the opportunity to become enrolled in prenatal programs tht are
designed to achieve the best outcomes for you and your baby.

Healthy moms and babies
The Plan provides a special prematajram to help during Pregnancy. Participation
voluntary and free of charge. See Sect@inital Programs and Re$oudsails.

S

Preventive Care Services

The Plan pays Benefits for Preventive care services provided on an outpatient basis at a
Physician's office, an Alternate Facility or a Hospital. Preventive care services encompass
medical services that have been demonstrated by clinical evidence to be safe and effective in
either the early detection of disease or in the prevention of tzeaseen proven to

have a beneficial effect on health outcomes and include the following as required under
applicable law:
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Yy Evidencebased items or services that have in effect a rating of "A" or "B" in the current
recommendations of thénited Statesverdive Services Task Force

Yy Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.

Yy With respect to infants, children and adolescents, evidienoed peventive care and
screenings provided for in the comprehensive guidelines supportdddajtthe
Resources and Services Administration

Yy With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines sufgubby theHealth Resources and Services Administration

Preventive care Benefits defined underdésth Resources and Services Administration (HRSA)
requirement include the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Beast pumps must be ordered by or provided by a Physician. You can obtain
additional information on how to access Benefits for breast pumps by going to
www.myuhc.comor by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjunction with

childbirth. These Benefits are described under Sedian HighlightsxderCovered Health

Sevices

If more than one breast pump can meet your needs, Benefits are available only for the most
cost effective pump. UnitedHealthcare will determine the following:

Yy Which pump is the most cost effective.

Yy~ Whether the pump should be purchased or rented.

y" Duration of a rental.

Yy Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME provider or Physician.

For questions about your preventive care Benefits under this Plan call the number on the
back of your ID card.

Prosthett Devices

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

y Atrtificial arms, legs, feet and hands.

y Atrtificial face, eyes, ears and noses.

Yy Breast prosthesis as required bytbemen's Health and CRigtes Act of 198@nefits
include mastectomy bras and lymphedema stockings for the arm.

Benefits under this section are provided only for external prosthetic devices and do not
include any device that is fully implanted into the body.
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If more than on@rosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the minimum specifications for your needs. The
device must be ordered or provided either by a Physician, or under a Physician'sfdirection. |
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paid for the prosthetic that meets the minimum
specifications, and you may be responsible for paying any difference in cost.

Benefits are available for repairs and replacement, except that:

Yy There are no Benefits for repairs due to misuse, malicious damage or gross neglect.

Yy There are no Benefits for replacement due to misuse, malicious damage, gross neglect or
for lost or stolemprosthetic devices.

Benefits are limited to a single purchase of each type of prosthetic device every three
calendar yearBhis requirement can be waived if the reason for the replacement is a change
in the patient's physical.

Note: Prosthetic devices alifferent from DME- seeDurable Medical Equipment (DME)
this section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining prosthetic devices that exceeds $d030Peén device.
If prior authorization is not obtained as required, Benefits will be reduced to 5099 of
Eligible Expenses.

Reconstructive Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is either teeaat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive Procedures include surgery or other procedures
which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of
the pocedure is not a changed or improved physical appearance.

Improving or restoring physiologic function means that the organ or body part is made to
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose
so that a persoriseathing can be improved or restored.

Benefits for Reconstructive Procedures include breast reconstruction following a
mastectomy and reconstruction of the-afbected breast to achieve symmetry.

Replacement of an existing breast implant is covetezl Pham if the initial breast implant
followed a mastectomy. Other services required yaimen's Health and Cancer Rights Act of
1998 including breast prostheses and treatment of complications, are provided in the same
manner and at the same levehase for any other Covered Health Service. You can

contact UnitedHealthcare at the number on your ID card for more information about
Benefits for mastectornglated services.
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Breast Reduction Surgery is a covered health service with documentatiolhofitite fo
functional impairments:

Yy Shoulder grooving or excoriation resulting from the brassiere shoulder straps, due to the
weight of the breasts

Yy~ Documentation from medical records of medical services related to complaints of the
shoulder, neck or back paitributable to macromastia.

Yy Determined not to be cosmetic by Care Coordination.

Note: Breast Reduction Surgery is not a covered health service when performed to improve
appearance or for the purpose of improving athletic performance.

Breast Reductioruery is covered when a reconstruction has been performed on the other
breast (as part of the federal mandate).

There may be times when the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose shthe procedure is to improve the
appearance of a body part. Cosmetic procedures are excluded from coverage. Procedures
that correct an anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedurgsodexample is upper eyelid surgery. At
times, this procedure will be done to improve vision, which is considered a Reconstructive
Procedures. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Proeedlhis Plan does not provide Benefits for

Cosmetic Procedures, as defined in SectiGidséary

The fact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or CongenitallyAdoesanot classify surgery

(or other procedures done to relieve such consequences or behavior) as a Reconstructive
Procedures.

Prior Authorization Requirement

For Non-Network Benefits for:

y A scheduled Reconstructive Procedure, you must obtain prioizatittofrom the
Claims Administrator five business days before a scheduled Reconstructive Procedure
is performed.

Yy A nonscheduled Reconstructive Procedure, you must provide notification within one
business day or as soon as is reasonably possible.

If authorization is not obtained from the Claims Administrator as required, or
notification is not provided, Benefits will be reduced to 50% of Eligible Expenseg

Rehabilitation Service®utpatient Therapy and Manipulative Treatment

The Plan provides shddm outpatient rehabilitation services (including habilitative
services) limited 1o

y" Physical therapy.
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Occupational therapy.

Manipulative Treatment.

Speech therapy.

Postcochlear implant aural therapy.

Cognitive rehabilitation therapy following a-prastiratic brain Injury or cerebral
vascular accident.

< SSSK X

Pulmonary rehabilitation.
y Cardiac rehabilitation.

For all rehabilitation services, a licensed therapy provider, under the direction of a Physician
(when required by state law), must perform the servicetsBerder this section include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternate Facility. Rehabilitative services provided in a Covered Person's home by a
Home Health Agency are provided asrde=d undeHome Health Cd&Rehabilitative

services provided in a Covered Person's home other than by a Home Health Agency are
provided as described under this section.

Benefits can be denied or shortened for Covered Persons who are not progreaking in g
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
under this section are not available for maintenance/preventive treatment.

The Plan will pay Benefits for cognitive rehabilitation therapy only when wiedicall
Necessary following a postumatic brain Injury or cerebral vascular accident.

Habilitative Services

For the purpose of this Benefit, "habilitative services" means Medically Necessary skilled
health care services that help a person keep, learn orisipits and functioning for daily
living. Habilitative services are skilled when all of the following are true:

Yy The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessary to maintain a Covered Persoed cordition or to prevent or
slow further decline.

<

It is ordered by a Physician and provided and administered by a licensed provider.

<

It is not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathingransferring from a bed to a chair.

It requires clinical training in order to be delivered safely and effectively.

< <

It is not Custodial Care.

The Claims Administrator will determine if Benefits are available by reviewing both the
skilled nature of the s&re and the need for Physieaimected medical management.

Therapies provided for the purpose of generabeial or conditioning in the absence of a
disabling condition are not considered habilitative services. A service will not be determined
to be 'skilled" simply because there is not an available caregiver.
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Benefits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the following conditions are met:

Yy The treatment is administered by a licespgeecHanguage pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist or Physician.

Yy The initial or continued treatment must be proven and not Experimental or
Investigational.

Benefits for habilitative services dbapply to those services that are solely educational in
nature or otherwise paid under state or federal law for purely educational services. Custodial
Care, respite care, day care, therapeutic recreation, vocational training and Residential
Treatment areot habilitative services. A service that does not help the Covered Person to
meet functional goals in a treatment plan within a prescribed time frame is not a habilitative
service.

The Plan may require that a treatment plan be provided, request ecedisalalinical

notes, or other necessary data to allow the Plan to substantiate that initial or continued
medical treatment is needed. When the treating provider anticipates that continued treatment
is or will be required to permit the Covered Persachieve demonstrable progress, the

Plan may request a treatment plan consisting of diagnosis, proposed treatment by type,
frequency, anticipated duration of treatment, the anticipated goals of treatment, and how
frequently the treatment plan will be uptiate

Benefits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, are described iw@ble Medical Equipamelitrosthetic Devices

Benefits are limited to:

60visits per calendar year for physicabiby.

60visits per calendar year for occupational therapy.

60visits per calendar year for speech therapy.

20visits per calendar year for pulmonary rehabilitation therapy.
36visits per calendar year for cardiac rehabilitation therapy.
60Vvisits per cahdar year for cognitive rehabilitation therapy.

12visits per calendar year for Manipulative Treatment.

NSNS

30visits per calendar year for pasthlear implant aural therapy.

These visit limits apply to Network Benefits and-Netvork Benefits combined.

Saopic ProceduresOutpatient Diagnostic and Therapeutic

The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis at a Hospital or Alternate Facility
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Diagnostic scopic procedures are those falmation, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician sendgs for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this secti®hysidem Fees for
Surgical and Medical Services

Please note that Benefits under this section do not include surgicpfeoegices, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
described und&urgerOutpatienExamples of surgical scopic procedures include
arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

When theseervices are performed for preventive screening purposes, Benefits are described
in this section und@&reventive Care Services

Skilled Nursing Facility/Inpatient Rehabilitation Facility Services

Facility services for an Inpatient Stay in a Skilled ¢l&atility or Inpatient Rehabilitation

Facility are covered by the Plan. Benefits include:

Yy Supplies and nedhysician services received during the Inpatient Stay.

y" Room and board in a Sepnivate Room (a room with two or more beds).

Yy Physician services fadiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are needed on a daily basis. Benefits are also available in a Skilled Nursing Facility or
Inpatient Rehabilitatn Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician services are described in this secti®thysidem Fees for
Surgical and Medical Services

UnitedHealthaa will determine if Benefits are available by reviewing both the skilled nature
of the service and the need for Physitiatted medical management. A service will not be
determined to be "skilled" simply because there is not an available caregiver.

Berefits are available only if both of the following are true:

Yy The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility
was or will be a Cost Effective alternative to an Inpatient Stay in a Hospital.

Yy You will receive skillethre services that are not primarily Custodial Care.
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Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when all of
the following are true:

y It must be delivered or supervised by licensed technical or professional medical
personnel in order to obtain the specified medical outcome, and provide for the safety of
the patient.

Yy ltis ordered by a Physician.

y Itis not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathingransferring from a bed to a chair.

y It requires clinical training in order to be delivered safely and effectively.
You are expected to improve to a predictable level of recovery. Benefits can be denied or

shortened for Covered Persons who are not progr@sgjoatirected rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Plan does not pay Benefits for Custodial Care or Domiciliary Care, even if
ordered by a Physician, as defined in SectiGhobk4ary

Any combination of Network Benefits and Ndatwork Benefits is limited i0days per
calendar year.

Prior Authorization Requirement

Please remember for Ndletwork Benefits for:

Yy A scheduled admission, you must obtain prior authorization five businestodays b
admission.

Yy A nonscheduled admission (or admissions resulting from an Emergency) yoy must
provide notification as soon as is reasonably possible.

If authorization is not obtained as required, or notification is not provided, Benefiks will
be reducetb 50% of Eligible Expenses.

Substancdrelated and Addictive Disord8exvices

SubstancRelated and Addictive Disord8exvices include those received on an inpatient
or outpatient basis in a Hospital, an Alternate Facility, or in a provider'slbfergicks
must be provided by or under the direction of a properly qualified behavioral health
provider.

Benefits include the following levels of care:

Inpatient treatment.

Residential Treatment.

Partial Hospitalization/Day Treatment.
Intensive Outpatigreatment.

<SS S S

Outpatient treatment.
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Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Crisisintervention.

SIS S

Providerbased case management services.

TheMental HealthSubstanc®elated and Addictive DisordAdministrator provides
administrative services for all levels of care.

You are encouraged to contactiental HealthSubstanc®elated andddictive
DisordersAdministrator for referrals to providers and coordination of care.
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Prior Authorization Requirement

Please remember, for Nbietwork Benefits for:

Yy A scheduled admission for Substdelated and Addictive Disorders Services
(including Pdial Hospitalization/Day Treatment and admission for services at
Residential Treatment facility), you must obtain authorization from the Claim;
Administrator five business days before admission.

Yy A nonscheduled admission (including Emergency admigsiomsyst provide
notification as soon as is reasonably possible.

Yy In addition, for NorANetwork Benefits you must obtain prior authorization from|the
Mental Health/Substané&elated and Addictive Disorders Administrator beforejthe
following services are eded. Services requiring prior authorization: Partial
Hospitalization/Day Treatment; Intensive Outpatient Treatment programs;
psychological testing; extended outpatient treatment visits beybdAdwibutes in
duration, with or without medication mamaget

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Surgery Outpatient
The Plan pays for surgery and related services receimazligpatient basis at a Hospital
or Alternate Facility.

Benefits under this section include certain scopic procedures. Examples of surgical scopic
procedures include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Benefits under this section imgu

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists. Benefits for other
Physician services are described in this sectiorPinyd&ian Fees for Surgical and Medical
Sevices

Prior Authorization Requirement

For Non-Network Benefits fosleep apnea surgetespharoplasty,
uvulopalatopharyngoplasty, vein procedurescmhéear implantou must obtain prior
authorization from the Claims Administrator five business days before scheduleq services
are receivedr, for nonscheduled services, witbime business day as soon as is
reasonably possible. If you fail to obtain prior authorization as required, Benefitsjwill be
reduced to 50% of Eligible Expenses.

Therapeutic Treatment®utpatient

The Plan pays Befits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility including dialysis (both hemodialysis and peritoneal dialysis),
intravenous chemotherapy or other intravenous infusion therapy and radiation oncology.
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Cowered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered
healthcare professionals when:

Yy Education is required for a disease in which psgintanagement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Benefits under this section include:

Yy The facility charge and the charge lated supplies and equipment.

Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this sectiorPinyd&ian Fees for Surgical and Medical
Services

Prior Authorization Requirement
For Non-Network Benefits for the following outpatient therapeutic services you njust
obtain prior authorization from the Claims Administrator five business days befoje
scheduled services are received or, fesctmduled services, within one busiressrg
as soon as is reasonably possible. Services that require prior authorization: dialysis, IV
infusion, radiation oncology, intensity modulated radiation therapy -goddedR

focused ultrasound. If you fail to obtain prior authorization from the Claims

Administrator, as required, Benefits will be reduced to 50% of Eligible Expenses

Transplantation Services

Organ and tissue transplants when ordered by a Physician. Benefits are available for
transplants when the transplant meets the definition of a&@élealth Service, and is not
an Experimental or Investigational or Unproven Service.

Examples of transplants for which Benefits are available include bone marrow, heart,
heart/lung, lung, kidney, kidney/pancreas, liver, liver/small bowel, pancreasysshall
and cornea.

Benefits are available to the donor and the recipient when the recipient is covered under this
Plan. Donor costs that are directly related to organ removal or procurement are Covered
Health Services for which Benefits are payable thf@miglgan recipient's coverage under

the Plan.

The Claims Administrator has specific guidelines regarding Benefits for transplant services.
Contact the Claims Administrator at the number on your ID card for information about
these guidelines.

Transplantabin services including evaluation for transplant, organ procurement and donor
searches and transplantation procedures must be rece@esighated Provider

60 SECTION - ADDITIONACOVERAGEETAILS



CLERMONCOUNTWEDICAICHOICEPLUS NACOPAYP300MEDUCTIBLELAN

Benefits are also available for cornea transplants. You are not required to obtain prior
authorzation from the Claims Administrator &cornea transplant nor is the cornea
transplant required to be performed Resignated Provider

Note: The services described untiexvel and LodgiregCovered Health Services only in
connection with transgit services received &esignated Provider

Prior Authorization Requirement

For Network Benefits yauust obtain prior authorization from the Claims
Administrator as soon as the possibility of a transplant arises (and before the-tinje a pre
transplardtion evaluation is performed at a transplant center). If you don't obtain Jprior
authorization and if, as a result, the services are not petigaridesignated Providen
Network Benefits will not be paid.

Support in the event of serious illness
If you or a covered family member has cancer or needs an organ or bone marroyv
transplant, UnitedHealthcare can put you in touch with quality treatment centersjaround
the country.

Urgent Care Center Services

The Plan provides Benefits for services, includifigspianal services, received at an
Urgent Care Center, as defined in SectidaldgsaryvVhen Urgent Care services are
provided in a Physician's office, the Plan pays Benefits as descrild@dysiuian's Office
ServiceSickness and Injury

VirtualVisits

Virtual visits for Covered Health Services that include the diagnosis and treatment of low
acuity medical conditions for Covered Persons, through the use of interactive audio and
video telecommunication and transmissions, andasutd communican technology.

Virtual visits provide communication of medical information #timesabetween the

patient and a distant Physician or health care specialist, through use of interactive audio and
video communications equipment outside of a medicay {éailiexample, from home or

from work).

Benefits are available only when services are delivered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Provider by going to
www.myuhc.comor by calling the telephone numberyour ID card.

Please Note Not all medical conditions can be appropriately treated through virtual visits.
The Designated Virtual Network Provider will identify any condition for which treatment by
in-person Physician contact is necessary.

Benefits unelr this section do not include epwilfax and standard telephone ,cailfor
telehealth/telemedicine visits that occur within medical faciM&sléfined originating
facilities).
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Vision Examinations

The Plan pays Benefits for one routine visiamemcluding refraction, to detect vision
impairment by a provider in the provider's offieerycalendar year.

Benefits for eye examinations required for the diagnosis and treatment of a Sickness or
Injury are provided undPhysician's Office SeBida®ess and Injury

Lenses Post Cataract Sur@eBgnefits for only the initial pair of eyeglasses or contact
lenses after cataract surgery are covered.

Wigs

The Plan pays Benefits for wigs and other scalp hair prosthesis regardless of the reason of
har loss.

Any combination of Network Benefits and Nde&twork Benefits is limited to $500 per 36
months
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SECTION-CLINICAL PROGRAM®PARESOURCES

What this section includes:
Health and welbeing resources available to you, including:
Yy~ Consumer Solatns and Sefervice Tools.

y  Disease and Condition Management Services.

Yy Wellness Programs.

Clermont County believes in giving you tools to help you be an educated health care
consumer. To that end, Clermont County has made available several convetigmdleduca
and support services, accessible by phone and the Internet, which can help you to:

Yy Take care of yourself and your family members.

Yy Manage a chronic health condition.

Yy Navigate the complexities of the health care system.

NOTE:
Information obtained tlough the services identified in this section is based on curfent

medical literature and on Physician review. It is not intended to replace the advig¢e of a
doctor. The information is intended to help you make more informed health care
decisions and take r@agter responsibility for your own health. UnitedHealthcare arjd
Clermont Countgre not responsible for the results of your decisions from the usq of the
information, including, but not limited to, your choosing to seek or not to seek
professional mediazdre, your choosing of which provider to seek professional mgdical
care from or your choosing or not choosing specific treatment.

Consumer Solutions and Sgé#rvice Tools

Health Survey

You are invited to learn more about health and wellvessvanyuhc.com and are
encouraged to participate in the online health survey. The health survey is an interactive
guestionnaire designed to help you identify your healthy habits as well as potential health
risks.

Your health survey is kept confidential. Completirgutiiey will not impact your Benefits
or eligibility for Benefits in any way.

To find the health survey, log innew.myuhc.com After logging in, access your
personalizetiealth & Wellngssge.

NurselLine®™

NurseLiné"is a telephone service that putsipammediate contact with an experienced
registered nursmy time, 24 hours a day, seven days aNwesks can provide health
information to help you make more informed health care dedidr@rsyou call, a
registered nurse may refer you to any additional resources that Clermont County has
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available that ngehelp you improve your health and-elhg or manage a chronic
condition.Call any time when you want to learn more about:

A recent diagnosis.

A minor Sickness or Injury.

Men's, women's, and children's wellness.

How to take prescription drug productelya

Selfcare tips and treatment options.

Healthy living habits.

SSSKSKKSKSS

Any other health related topic.

NurseLiné" gives you another way to access health information. By calling the same
number, you can listen to one of the Health Information Library's td@rdcorded
messages, with over half in Spanish.

NurseLiné"is available to you at no additional cost. To use this service, simply call the
number on the back of your ID card.

Note: If you have a medical emergency, call 911 instead of calling NlrseLine

Your child is running a fever and it's 1:00 AM. What do you do?
Call NurseLin?'any time, 24 hours a day, seven days a week. You can count on
NurseLiné"to help answer your health questions.

With NurseLing", you also have access to nurses online€Tihig service, log onto
www.myuhc.comwhere you may access the link to initiate an online chat with a registered
nurse who can help answer your general health questions any time, 24 hours a day, seven
days a week. You can also requestrailed trargipt of the conversation to use as a
reference.

Note: If you have a medical emergency, call 911 instead of loggingremoyuhc.com

Reminder Programs

To help you stay healthy, UnitedHealthcare may send you and your covered Dependents
reminders to sedule recommended screening exams. Examples of reminders include:

y° Mammograms for women between the ages of 40 and 68.
Pediatric and adolescent immunizations.
Cervical cancer screenings for women between the ages of 20 and 64.

Comprehensive screenings malividuals with diabetes.

S SS S

Influenza/pneumonia immunizations for enrollees age 65 and older.
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There is no need to enroll in this program. You will receive a reminder automatically if you
have not had a recommended screening exam.

Decision Support

In order tohelp you make informed decisions about your health care, UnitedHealthcare has
a program called Decision Support. This program targets specific conditions as well as the
treatments and procedures for those conditions.

This program offers:

Yy Access health @mformation.

Yy Support by a nurse to help you make more informed decisions in your treatment and
care.

Yy Expectations of treatment.

Yy Information on providers and programs.
Conditions for which this program is available include:

Back pain.

Knee & hip replaceme
Prostate disease.
Prostate cancer.

Benign uterine conditions.

Breast cancer.

NSNS

Coronary disease.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regjéindiprogram, please
contact the number on the back of your ID card.

UnitedHealth Premium® Program

To help people make more informed choices about their health care, the UnitedHealth
Premiunfi program recognizes Network Physicians who meet standarddifipagd cost
efficiency. UnitedHealthcare uses evideased medicine and national industry guidelines

to evaluate quality. The cost efficiency standards rely on local market benchmarks for the
efficient use of resources in providing care.

For details o the UnitedHealth Premifmrogram including how to locate a UnitedHealth
Premium Physician, log omt@w.myuhc.comor call the number on your ID card.
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www.myuhc.com

UnitedHealthcare's member webgiteyw.myuhc.com provides information at your
fingertipsanywhere and anytime you have access to the Im@metayuhc.comopens
the door to a wealth of health information andsgelfice tools.

With www.myuhc.comyou can:
Research a health condition and treatment options to get ready for a disdussion wit

your Physician.

Search for Network providers available in your Plan through the online provider
directory.

Access all of the content and wellness topics from Nur8kLine

Complete a health survey to help you identify health habits you may improve, learn
about healthy lifestyle techniques and access health improvement resources.

Use the treatment cost estimator to obtain an estimate of the costs of various procedures
in your area.

SIS

Use the Hospital comparison tool to compare Hospitals in your area anpadieo
safety and quality measures.

Registering on www.myuhc.com

If you have not already registereadvarw.myuhc.com simply go tevww.myuhc.com
and click on "Register Now." Have your ID card handy. The enrollment process §s quick
and easy.

Visitwww.myuhc.comand:

Yy Make reatime inquiries into the status and history of your claims.
Yy View eligibility and Plan Benefit information, inclulimgual Deductibles.
Yy View and print all of your Explanation of Benefits (EOBS) online.

y" Order a new or replament ID card or print a temporary ID card.

Want to learn more about a condition or treatment?
Log on towww.myuhc.comand research health topics that are of interest to you. earn
about a specific condition, what the symptoms are, how it is diagoasesinmon it
is, and what to ask your Physician.

Disease and Condition Management Services

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management progremaddlitional cost to yotihe heart failure,

coronary artery disease, diabetes and gsthgnams are designed to support Ybis

means that you will receive free educational information through the mail, and may even be
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called by a registered nuré®\e a specialist in your specific medical condition. This nurse
will be a resource to advise and help you manage your condition.

These programs offer:

Yy Educational materials mailed to your home that provide guidance on managing your
specific chronic mediccondition. This may include information on symptoms, warning
signs, selfnanagement techniques, recommended exams and medications.

Access to educational and-sehagement resources on a consumer website.

<,

An opportunity for the disease management targerk with your Physician to ensure
that you are receiving the appropriate care.

<,

Yy Access to and oram-one support from a registered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific disease anditmon

- Medication management and compliance.

- Reinforcement of eline behavior modification program goals.
- Preparation and support for upcoming Physician visits.

- Review of psychosocial services and community resources.
- Caregiver status andhame safety.

- Use of maibrder pharmacy and Network providers.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on thack of your ID card.

HealtheNotes™

UnitedHealthcare provides a service called Health&t\blealtheNote¥ provides you

and your Physician with information regarding preventive care, testing or medications,
potential interactions with medications yaetbeen prescribed, and certain treatments. In
addition, your HealtheNot&seport may include health tips and other wellness
information.

UnitedHealthcare provides this information through a software program that provides
retrospective, claiabsised idaification of medical care. Through this process patients are
identified who may benefit from this information using the established standards of evidence
based medicine as described in Secti@idssapnder the definition of Covered Health
Services.

If your Physician identifies any concerns after reviewing his or her Healthedpmtes

he or she may contact you if he or she believes it to be appropriate. In addition, you may use
the information in your report to engage your Physician in dissusgiarding your health

and the information UnitedHealthcare provides. Any decisions regarding your care, though,
are always between you and your Physician.

If you have questions or would like additional information about this service, please call the
number on the back of your ID card.
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Complex Medical Conditions Programs and Services

Travel and Lodging Assistance Program

Your Plan Sponsor may provide you with Travel and Lodging assistance. Travel and
Lodging assistance is only available for you or igpllediamily member if you meet the
gualifications for the benefit, including receiving care at a Designated Provider and the
distance from your home address to the facility. Eligible Expenses are reimbursed after the
expense forms have been completecamahitted with the appropriate receipts.

If you have specific questions regarding the Travel and Lodging Assistance Program, please
call the Travel and Lodging office-8088420843.

Travel and Lodging Expenses

The Plan covers expenses for traveladgirlg for the patient, provided he or she is not
covered by Medicare, and a companion as follows:

Yy Transportation of the patient and one companion who is traveling on the same day(s) to
and/or from the site of the qualified procedure provided by a Desligrravider for
the purposes of an evaluation, the procedure or necessdigghasge followp.

The Eligible Expenses for lodging for the patient (while not a Hospital inpatient) and
one companion.

If the patient is an enrolled Dependent minor adhiédiransportation expenses of two
companions will be covered.

Travel and lodging expenses are only available if the patient resides more than 50 miles
from the Designated Provider.

<SS S

Reimbursement for certain lodging expenses for the patient and hisjiemioa(s)
may be included in the taxable income of the Plan participant if the reimbursement
exceeds the per diem rate.

Yy The transplant program offers a combined overall lifetime maximum of $10,000 per
Covered Person for all transportation and lodgingsegecurred by you and
reimbursed under the Plan in connection with all qualified procedures.

The Claims Administrator must receive valid receipts for such charges before you will be
reimbursed. Reimbursement is as follows:
Lodging

y A per diem rate, up $50.00 per day, for the patient or the caregiver if the patient is in
the Hospital.

y A per diem rate, up to $100.00 per day, for the patient and one caregiver. When a child is
the patient, two persons may accompany the child.

Examples of items that aret covered:

y" Groceries.

Yy Alcoholic beverages.
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Yy Personal or cleaning supplies.

Yy Meals.

Yy Overthe-counter dressings or medical supplies.

y  Deposits.

y Utilities and furniture rental, when billed separate from the rent payment.

Yy Phone calls, newspapers, or movie rentals

Transportation

Yy Automobile mileage (reimbursed at the IRS medical rate) for the most direct route
between the patient's home and the Designated Provider.

y  Taxi fares (not including limos or car services).

Yy~ Economy or coach airfare.

y Parking.

Yy Trains.

Yy Boat.

y Bus.

y Tolls.

Wellness Programs

Healthy Pregnancy Program
If you are pregnant and enrolled in the medical Plan, you can get valuable educational

information and advice by calling the number on your ID card. This program offers:
Yy Pregnancy consultation to idBnspecial needs.

Written and odine educational materials and resources.

24-hour access to experienced maternity nurses.

A phone call from a care coordinator during your Pregnancy, to see how things are
going.

A phone call from a care coordinator appnately four weeks postpartum to give you
information on infant care, feeding, nutrition, immunizations and more.

<SS S

Participation is completely voluntary and without extra charge. To take full advantage of the
program, you are encouraged to enroll withifirghé 2 weeks of Pregnancy. You can

enroll any time, up to your 34th week. To enroll, call the number on the back of your ID
card.

As a program participant, you can call any time, 24 hours a day, seven days a week, with any
guestions or concerns you migave.
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Real Appeal Program

UnitedHealthcare provides the Real Appeal program, which represents a practical solution
for weight related conditions, with the goal of helping people at risk fromrelssitly

diseases and those who want to maintain ayhi@aktyle. This program is designed to

support individuals over the age of 18. This intensivecomfionent behavioral

intervention provides a-B&ek virtual approach that includesamene coaching and

online group participation with supportindea content, delivered by a live virtual coach.

The experience will be personalized for each individual through an introductory call.

This program will be individualized and may include, but is not limited to, the following:

Yy~ Online support and sditlp tals: Personal or@-one coaching, group support
sessions, including integrated telephonic support, and mobile applications.

Yy Education and training materials focused on goal setting, psobl&g skills, barriers
and strategies to maintain changes.

Yy Behaioral change guidance and counseling by a specially trained health coach for clinical
weight loss.

Participation is completely voluntary and without any additional charge or cost share. There
are no Copays, Coinsurance, or Deductibles that need toviieemservices are received

as part of the Real Appeal program. If you would like to participate, or if you would like any
additional information regarding the program, please call Real Appda3adREAL
(1-8443447325). TTY users can dial 711 sit www.realappeal.com.
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SECTION-&EXCLUSIONS AND LIMIONS: WHAT THE MEAL. PLAN
WILL NOT COVER

What this section includes:
Yy Services, supplies and treatments that are not Covered Health Services, except as may
be specifically provided for in SecipAdditional Coverage Details.

The Plan does not pay Benefits for the following services, treatments or supplies even if they
are recommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limitedhin any of the Covered Health Services categories described in
Section 6Additional Coverage Détaid® limits are stated in the corresponding Covered
Health Service category in Sectidtdn Highlightsmits may also apply to some Covered
HealthServices that fall under more than one Covered Health Service category. When this
occurs, those limits are also stated in SectansHighlighBlease review all limits

carefully, as the Plan will not pay Benefits for any of the services, treéemsris

supplies that exceed these benefit limits.

Please note that in listing services or examples, when the SPD says "this includes,"
or "including but not limited to", it is not UnitedHealthcare's intent to limit the
description to that specific list When the Plan does intend to limit a list of services or
examples, the SPD specifically states that the list "is limited to."

Alternative Treatments

1. Acupressure

2. Aromatherapy.

3. Hypnotism.

4. Massage therapy.

5. Rolfing.

6. Art therapy, music therapynda therapy, horseback therapy and other forms of
alternative treatment as defined byN@gonal Center for Complementary and Alternative
Medicine (NCCANM) theNational Institutes of HeElik exclusion does not apply to
Manipulative Treatment andramanipulative osteopathic care for which Benefits are
provided as described in Sectiohdglitional Coverage Details

Dental

1. Dental care (which includes dentays, supplies and appliances and all &sdocia
expenses, including hospitalizations and anesthesia).
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This exclusion does not apply to accidgated dental services for which Benefits are
provided as described unBemtal ServicAscident OmtySection 6Additional Coverage
Detalils.

This exclusion does not apply to dental care (oral examinatiays,»xtractions and
non-surgical elimination of oral infection) required for the direct treatment of a medical
condition for which Benefits are available under the Plan, limited to:

- Transplant geparation.
- Prior to the initiation of immunosuppressive drugs.
- The direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental care that is required to treat the effects of a medical condition, but that is not
necessary to directly tréet thedical condition, is excluded. Examples include treatment
of dental caries resulting from dry mouth after radiation treatment or as a result of
medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

2. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums.
Examples include:

- Extractions (including wisdom teeth), restoration and replacement of teeth.
- Medical or surgical treatments of dental conditions.
- Servces to improve dental clinical outcomes.

This exclusion does not apply to preventive care for which Benefits are provided under
theUnited States Preventive Services rEaghr&meet or thidealth Resources and Services
Administration (HRSA&yuiement. This exclusion also does not apply to aecident
related dental services for which Benefits are provided as describedniati8ervices
Accident OrySection 6Additional Coverage Details

3. Dental mplants, bone grafts, and other imptatated procedures.
This exclusion does not apply to accidgated dental services for which Benefits are

provided as described undental Servicdscident OmtySection 6Additional Coverage
Details

4. Dental braces (orthodontics).

5. Treatment of congenitally missing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

Devices, Appliances aRdosthetics

1. Devices used specifically as safety items or to affect performancerielafsatts
activities.

2. Orthotic appliances and devices that straightersbape a body part, except as
described und@&urable Medical Equipment (DNEection 6Additional Coverage Details
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8.

Examples of excluded orthotic appliances and devices include but are not limited to,
foot orthotics and some types of braces, includinhgtiocrbraces available ottes

counter. This exclusion does not include diabetic footwear which may be covered for a
Covered Person with diabetic foot disease.

Cranial banding.
The following items are excluded, even if prescribed by a Physician:

- Blood pressure cuff/monitor.

- Enuresis alarm.

- Non-wearable external defibrillator.
- Trusses.

- Ultrasonic nebulizers.

Repairs to prosttic devices due to misuse, malicious damage or gross neglect.

Replacement of prosthetic devices due to misuse, malicious damage or gross neglect or
to replace lost or stolen items.

Devices and computers to assist in communication and speech except for speech aid
devices and trachesophageal voice devices for which Benefits are provided as
described und@&urable Medical Equipim&wction 6Additional CoveragélPeta

Oral appliances for snoring.

Drugs

1

Prescription drug products for outpatient use that are filled by a prescription order or
refill.

Selfinjectable medications. This exclusion does not apply to medications which, due to
their characteristics, (as determined by UnitedHealthcare), must typically be administered
or directly supervised by a qualified provider or licengd@ddrealth professional in

an outpatient setting.

Non-injectable medications given in a Physician's office. This exclusion does not apply
to noninjectable medications that are required in an Emergency surdaxbin the
Physician's office.

Overthe-counter drugs and treatments.
Growth hormone therapy.

New Pharmaceutical Products and/or new dosage forms until theegatesth
reviewed

A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
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to another covered Pharmaceutical Product. Such determmimatiohe made up to six
times during a calendar year.

8. A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of and therapeutically equivalent (having essentially the same efficacy
and adverse effect profite)another covered Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year.

9. Benefits for Pharmaceutical Products for the amount dispensed (days' supply or quantity
limit) which exceeds the supply limit.

10. A Pharnaceutical Product with an approved biosimilar or a biosimilar and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. For the purpose of this exclusion a
"biosimilar" is &iological Pharmaceutical Product approved based on showing that it is
highly similar to a reference product (a biological Pharmaceutical Product) and has no
clinically meaningful differences in terms of safety and effectiveness from the reference
product.Such determinations may be made up to six times per calendar year.

11.Certain Pharmaceutical Products for which there are therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) alternatives available, unless
otherwig required by law or approved by us. Such determinations may be made up to
six times during a calendar year.

Experimental or Investigational or Unproven Services

1. Experimental or Investigational Services andodep Services and all services related
to Experimental or Investigational and Unproven Services are eXdledadt that an
Experimental or Investigational or Unproven Service, treatment, device or
pharmacological regimen is the only available tré&dmamparticular condition will
not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition.

This exclusion does not apply to Covered Health Services providgad @iical
Trial for which Benefits are provided as described Ghidal Triais Section 6,
Additional Coverage Details

Foot Care
1. Routine foot care. Examples include the cutting ovedrabcorns and calluses.

This exclusion does not apply to preventive foot care for Covered Persons with diabetes
for which Benefits are provided as described Dialeetes Seruc8gction 6,
Additional Coverage Details

2. Nail trimming, cutting, or debriding (removal of dead skin or underlying tissue).
3. Hygienic and preventive maintenance foot care. Examples include:

- Cleaning and soaking the feet.
- Applying skin creasrin order to maintain skin tone.
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0.

This exclusion does not apply to preventive foot care for Covered Persons who are at

risk of neurological or vascular disease arising from diseases such as diabetes.

Treatment bflat feet.

Treatment of subluxation of the foot.

Shoes.

Shoe orthotics.

Shoerniserts.

Arch supports.

Gender Dysphoria

1

Cosmetic Procedures, including the following:

Abdominoplasty.

Blepharoplasty.

Breast enlargement, including augmentation nm@astyoand breast implants.
Body contouring, such as lipoplasty.

Brow lift.

Calf implants.

Cheek, chin, and nose implants.

Injection of fillers or neurotoxins.

Face lift, forehead lift, or neck tightening.
Facial bone remodeling for facial feminizations.
Hair removal.

Hair transplantation.

Lip augmentation.

Lip reduction.

Liposuction.

Mastopexy.

Pectoral implants for chest masculinization.
Rhinoplasty.

Skin resurfacing.

Thyroid cartilage reduction; reduction thyroid chondroplasty; trachea shave (removal

or reduction of the Adam's Apple).
Voice modification surgery.
Voice lessons and voice therapy.

Medical Supplies

1. Prescribed or neprescribed medicslipplies. Examples include:

Compression stockings.
Ace bandages.
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2.

- Gauze and dressings.

This exclusion does not apply to:

- Disposable supplies necessarthmeffective use of Durable Medical Equipment
for which Benefits are provided as described inatable Medical Equipiment
Section 6Additional Coverage Details

- Diabetic supplies for which Benefits are provided as describeDiabdézs Services
in Section 6Additional Coverage Details

- Ostomy supplies for which Benefits are provided as describeOsiodey Supplies
in Section 6Additional Coverage Details

Tubings and masks except when used withblMedical Equipment as described
underDurable Medical Equipm&etctighAdditional Coverage Details

Mental HealtiNeurobiological Disorderutism Spectrum Disorder Servieesl
SubstanceéRelated and Addictive Disord8exvices

In additionto all other exclusions listed in this Secti@x@8usions and Limitatibes
exclusions listed directly below apply to services describedlem@éiHeal8ervices,
Neurobiological Diserélatsm Spectrum Disorder 8ad/meSubstarRelted and Addictive
DisordeBgervices in Section 6, Additional Coverage Details

1

Services performed in connection with conditions not classified in the current edition of
the Diagnostic and Statistical Mahaahotferican Psychiatric Association

Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
noted not to be mental disorders within the current edition Didhjaostic and Statistical
Manual of the American Psychiatric Association

Outside of initial assessment, services as treatments for the paognased of learning
disabilities, conduct and impulse control disorders, pyromania, kleptomania, gambling
disorder, and paraphilic disorder.

Educational/behavioral services that are focused on primarily kakidsrend
capabilities in communication, social interaction and learning.

Tuition for or services that are scHoa$ed for children and adolescents required to be
provided by, or paid for by, the school utidemdividuals with Disabilities Education Act.

Outside of initial assessment, unspecified disorders for which the provider is not
obligated to provide clinical rationale as defined in the current editioDiafjthestic
and Statistical Manual of the American Psychiatric Association

Transitional Living services.
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Nutrition

1

Nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy. Examples include supplements,
electrolytes and foods of any kind (ihiclg high protein foods and low carbohydrate
foods).

Food of any kind. Foods that are not covered include:

- Enteral feedings and other nutritional and electrolyte formulas, including infant
formula and donor braasilk, unless they are thwly source of nutrition or unless
they are specifically created to treat inborn errors of metabolism such as
phenylketonuria (PKUInfant formula available over the counter is always excluded.
- Foods to control weight, treat obesity (including ligeis) dlower cholesterol or
control diabetes.
- Oral vitamins and minerals.
- Meals you can order from a menu, for an additional charge, during an Inpatient Stay.
- Other dietary and electrolyte supplements.

Health edcation classes unless offered by UnitedHealthcare or its affiliates, including
but not limited to asthma, smoking cessation, and weight control classes.

Personal Care, Comfort or Convenience

1

N

o b~ w

Television.

Telephone.

Beauty/barber service.

Guest service.

Supplies, equipment and similar agrtials for personal comfort. Examples include:

- Air conditioners, air purifiers and filters and dehumidifiers.

- Batteries and battery chargers.

- Breast pumps. (This exclusion does not apply to breast pumps for which Benefits are
provided under theealth Ragoes and Services Administrationréi RBxent.)

- Car seats.

- Chairs, bath chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair
lifts and recliners.

- Exercise equipment and treadmills.

- Hot and cold compresses.

- Hot tubs.

- Humidifies.

- Jacuzzis.

- Medical alert systems.

- Motorized beds, neHospital beds, comfort beds and mattresses.

- Music devices.
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- Personal computers.

- Pillows.

- Poweroperated vehicles.
- Radios.

- Safety equipment.

- Saunas.

- Stair lifts and stair glides.
- Strollers.

- Treadmills.

- Vehicle modifications such as van lifts.
- Video players.

- Whirlpools.

Physical Appearance
1. Cosmetic Procedures. See the definition in SectiGloddarizxamples include:

- Liposuction or removal of fat deposibmsidered undesirable, including fat
accumulation under the male breast and nipple.

- Pharmacological regimens, nutritional procedures or treatments.

- Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abmasprocedures).

- Hair removal or replacement by any means.

- Treatments for skin wrinkles or any treatment to improve the appearance of the skin.

- Treatment for spider veins.

- Skin abrasion procedures performed as a treatment for acne.

- Treatments for hair loss.

- Varicose vein treatment of the lower extremities, when it is considered cosmetic.

2. Replacement of an existing intact breast implant if the earlier breast implant was
performed as a Cosmetic Proceddote: Rephcement of an existing breast implant is
considered reconstructive if the initial breast implant followed mastectomy. See
Reconstructive Proced@eetson 6Additional Coverage Details

3. Physical conditionimrograms such as athletic training, #dging, exercise, fitness,
flexibility, health club memberships and programs, spa treatments and diversion or
general motivation.

4. Weight loss programs whether or neytare under medical supervision or for medical
reasons, even if for morbid obesity.

5. Treatment of benign gynecomastia (abnormal breast enlargement in males).

Procedures and Treatments
1. Biofeedback.

2. Medical and surgical treatment of snoring, except when provided as a part of treatment
for documented obstructive sleep apnea.

78 SecTIO - CLAIMPROCEDURES



CLERMONCOUNTWEDICAICHOICEPLUS NACOPAYP300MEDUCTIBLELAN

3. Rehabilitation services and Manipulative Treatmenprove general physical
condition that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expected, including routinesterngor maintenance/preventive
treatment.

4. Outpatient cognitive rehabilitation therapy except as Medically Necessary following
traumatic brain Injury or cerebral vascular accident.

5. Excision or elimination of hanging skin on any part of the body. Examples include
plastic surgery proceduresechhbdominoplasty and brachioplasty.

6. Psychosurgery (lobotomy).

7. Standalone multdisciplinary smoking cessation programs. These are programs that
usually include health care providers specializing in smoking cessation and may include a
psychologistsocial worker or other licensed or certified professional. The programs
usually include intensive psychological support, behavior modification techniques and
medications to control cravings.

8. Chelation therapy, except to treat heavy metal poisoning.

9. Physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office
encounter.

10 The following treatments for obesity:

- Non-surgical treatment of obesitye® if for morbid obesity.
- Surgical treatment of obesity even if there is a diagnosis of morbid obesity

11 Medical and surgical treatment of excessive sweating (hyperhidrosis).

12 Services for the evaluation and treatment of temporomandibular joint syndrome (TMJ),
whether tle services are considered to be medical or dental in nature.

13.Upper and lower jawbone surgery, orthognathic surgery and jaw alignment. This
exclusion does not apply to reconstructive jaw surgery required for Covered Persons
because of a Congenital Aradynacute traumatic Injury, dislocation, tumors, cancer or
obstructive sleep apnea.

14. Breast reduction surgery that is determined to be a Cosmetic Procedure.

This exclusion does not apply to breast reduction surgery which the Claims
Administrator determes is requested to treat a physiologic functional impairment or to
coverage required by Wwemen's Health and Cancer Rights Atbioivh898Benefits

are described undeeconstructive Proce@eaeort, Additional Coverage Details

15 Congaital Heart Disease surgery that is not receivddesignated Provider
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Providers

1. Services performed by a provider who is a family member by birth or marriage, including
your Spouse, brother, sister, papehild. This includes any service the provider may
perform on himself or herself.

2. Services performed by a provider with your same legal residence.
3. Services ordered delivered by a Christian Science practitioner.

4. Services performed by an unlicensed provider or a provider who is operating outside of
the scope of his/her license.

5. Sevices provided at a Freestanding Facility or diagnostic HosgpetlFacility without
an order written by a Physician or other provider. Services whichdarecsedf to a
Freestanding Facility or diagnostic Hosp#aéd Facility. Services ordesed b
Physician or other provider who is an employee or representative of a Freestanding
Facility or diagnostic Hospitssed Facility, when that Physician or other provider:

- Has not been actively involved in your medical care prior to ordering the service.
- Is not actively involved in your medical care after the service is received.

This exclusion does not apply to mammography.

Reproduction

1. Health services and associated expenses for infertility treatmeditsg iastisted
reproductive technology, regardless of the reason for the treatment.
This exclusion does not apply to services required to treat or correct underlying causes
of infertility.

2. Surrogate parenting,rdw eggs, donor sperm and host uterus.

3. Storage and retrieval of all reproductive materials (examples include eggs, sperm,
testicular tissue and ovarian tissue).

4. The reversal of voluntary sterilization

5. Health services and associated expenses forl snagisargical or drumduced
Pregnancy termination. This exclusion does not apply when the life of the mother is at
risk or for to treatment of a molar Pregnaecigpic Pregnancy, or missed abortion
(commonly known as a miscarriage).

Services Provided under Another Plan
Services for which coverage is available:

1. Under another plan, except for Eligible Expenses pagatdscribed in Section 10,
Coordination of Benefits.(COB)
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Under workers' compensation, or similar legislation if you could elect it, or could have it
elected for you.

Services resulting from accidental bodily injuries arising out of a motor vehicle accident
to the extent the services are payable under a medical expense payment provision of an
automobile insurance policy.

While on active military duty.

For treatment of military sendadated disabilities when you are legally entitled to other
coverage, and facilities are reasonably available to you.

Transplants

1

Health services for organ and tissue transplants except those described under
Transplantation Semi&extion 6Additional Coverage Dathils UnitedHealthcare
determines the transplant to be appropriate according tdHéatthcare's transplant
guidelines.

Health services for transplants involving permanent mechanical or animal organs.

Transplants that are not performed Resignatedrovider (This exclusion does not
apply to cornea transplants.)

Health services connected with the removal of an organ or tissue from you for purposes
of a transplant to another person. (Donor costs thatractydrelated to organ removal
are payable for a transplant through the organ recipient's Benefits under the Plan.)

Travel

1

Health services provided in a foreign country, unless required as Emergency Health
Sevices.

Travel or transportation expenses, even if ordered by a Physician, except as identified
underTravel aridbdginip Sectiory, Clinical Programs and Regalditiesal travel

expenses related to Covdrsdilth Services received froDesignated Providaray

be reimbursed at the Plan's discretion. This exclusion does not apply to ambulance
transportation for which Benefits are provided as describeddumui@ance Serinces
Section 6Additional CovgeeDetails

Types of Care

1

2.

3.

Custodial Care as defined in Sectiofstbésanr maintenance care.
Domiciliary Care, as defined in Sectiolossary.

Multi-disciplinary pain management programs provided on an inpatient basis for acute
pain or for exacerbation of chronic pain.

Private Duty Nursing.
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5. Respite care. This exclusion does not apply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hospice
care agency for which Benefits are provided as describeldaspasr CareSection 6,
Additional Coverage Details

6. Rest cures.
7. Services of personal care attendants.

8. Work hardening (inddualized treatment programs designed to return a person to work
or to prepare a person for specific work).

Vision and Hearing

1. Implantable lenses used only to correct a refractive error (such as Intacs corneal
implants).

2. Purchase cost and associated fitting and testing charges for hearing aids, Bone Anchor
Hearing Aids (BAHA) and all other hearing assistive devices.

3. Eye exerise or vision therapy

4. Surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limited to, procedures
such as laser and other refractive eye surgery and radiahkgrat

All Other Exclusions
1. Autopsies and other coroner services and transportation services for a corpse.

2. Charges for:

Missed appointments.
Room or facility resenias.
Completion of claim forms.
Record processing.

3. Charges prohibited by federal-&itkback or selfeferral statutes.
4. Diagnostic tests that are:

- Delivered in othrethan a Physician's office or health care facility.
- Seltadministered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

5. Expenses for health services and supplies:

- That are received asesult of war or any act of war, whether declared or
undeclared, while part of any armed service force of any country. This exclusion
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does not apply to Covered Persons who are civilians injured or otherwise affected by
war, any act of war or terrorigmai noawar zone.

- That are received after the date your coverage under this Plan ends, including health
services for medical conditions which began before the date your coverage under the
Plan ends.

- For which you have no legal responsibility to pay, whioh a charge would not
ordinarily be made in the absence of coverage under this Benefit Plan.

- That exceed Eligible Expenses or any specified limitation in this SPD.

In the event a NofNetwork provider waivedpes not pursue, or fails to collect the
Coinsurance, any deductible or other amount owed for a particular health service, no
Benefits are provided for the health service for whicboinsurance and/or deductible
are waived.

Foreign language and sign language services.
Long term (more than 30 days) storage of blood, umbilical cord or other material.

Health services and slipp that do not meet the definition of a Covered Health Service
- see the definition in Section GdgssarZovered Health Services are those health
services including services, supplies or Pharmaceutical Products, which the Claims
Administrator determes to be all of the following:

- Medically Necessary.

- Described as a Covered Health Service in this SPD under SActthiodial
Coverage Detil$ in Section Blan Highlights.

- Not otherwise excluded in this SPD under this Sectiowl8sions aninitations

10. Health services related to a4@overed Health Service: When a service is not a

Covered Health Service, all services related to th@abmered Health Service are also
excluded. This exclusion damt apply to services the Plan would otherwise determine
to be Covered Health Services if they are to treat complications that arise from the non
Covered Health Service.

For the purpose of this exclusion, a "complication" is an unexpected or undnticipate
condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a "complication” are
bleeding or infections, following a Cosmetic Procedure, that require hospitalization.

11 Physical, psychiatric or psychological exams, testing, all forms of vaccinations and

immunizations or treatments when:

- Required solely for purposes of education, sports or camp, travel, career or
employment, insance, marriage or adoption; or as a result of incarceration.

- Conducted for purposes of medical research. This exclusion does not apply to
Covered Health Services provided during a Clinical Trial for which Benefits are
provided as described un@é#nicalrialan Section 6Additional Coverage Details

- Related to judicial or administrative proceedings or orders.

- Required to obtain or maintain a license of any type.
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SECTION-CLAIMS PROCEDURES

What this section includes:
y" How Network and notNetwork clans work.

Yy What to do if your claim is denied, in whole or in part.

Network Benefits

In general, if you receive Covered Health Services from a Network provider,
UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you
for any Covered Health Service other than@ounsurance, please contact the provider or
call UnitedHealthcare at the phone number on your ID card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying any
Coinsuance owed to a Network provider at the time of service, or when you receive a bill
from the provider.

NonNetwork Benefits

If you receive a bill for Covered Health Services from-Betarork provideryou (or the
provider if they prefer) must send tiktd UnitedHealthcare for processing. To make sure
the claim is processed promptly and accurately, a completed claim form must be attached
and mailed to UnitedHealthcare at the address on the back of your ID card.

If Your Provider Does Not File Yoaml

You can obtain a claim form by visitimgw.myuhc.com calling the tefree number on

your ID card or contacting Human Resourég®u do not have a claim form, simply

attach a brief letter of explanation to the bill, and verify that thentzilhedhe information
listed below. If any of these items are missing from the bill, you can include them in your
letter:

Yy Your name and address.

The patient's name, age and relationship to the Participant.

The number as shown on your ID card.

The name, atitess and tax identification number of the provider of the service(s).

A diagnosis from the Physician.

The date of service.

SKSSS XY

An itemized bill from the provider that includes:

- TheCurrent Procedural Terminologyo(leBT)
- A description of, and the chargg tach service.
- The date the Sickness or Injury began.
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- A statement indicating either that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you must include the nardeaddress of the other carrier(s).

Failure to provide all the information listed above may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID card.

After UnitedHealthcare has processed your claim, you will receive payment for Benefits that
the Plan allows. It is your responsibility to pay thé&letmork provider the charges you
incurred, including any difference between yauatvere billed and what the Plan paid.

Payment of Benefits

You may not assign your Benefits under the Plan or any cause of action related to your

Benefits under the Plantoafid®e t wor Kk provi der wi thout United
When you assign yourrigdéits under the Plan to a ARNetwork provider with

UnitedHealthcare's consent, and theetwork provider submits a claim for payment,

you and the nehletwork provider represent and warrant that the Covered Health Services

were actually provided andevmedically appropriate.

When UnitedHealthcare has not consented to an assignment, UnitedHealthcare will send the
reimbursement directly to you (the Participant) for you to reimburse-tetwonk

provider upon receipt of their bill. However, UnitedHeaite reserves the right, in its

discretion, to pay the ndetwork provider directly for services rendered to you. When
exercising its discretion with respect to payment, UnitedHealthcare may consider whether
you have requested that payment of your Behefmade directly to the Adetwork

provider. Under no circumstances will UnitedHealthcare pay Benefits to anyone other than
you or, in its discretion, your provider. Direct payment to-Bletwork provider shall not

be deemed to constitute consent/bitedHealthcare to an assignment or to waive the

consent requirement. When UnitedHealthcare in its discretion directs payment to a non
Network provider, you remain the sole beneficiary of the payment, andNetvwank

provider does not thereby becameneficiary. Accordingly, legally required notices

concerning your Benefits will be directed to you, although UnitedHealthcare may in its
discretion send information concerning the Benefits to theetarork provider as well. If

payment to a neNetworkprovider is made, the Plan reserves the right to offset Benefits to

be paid to the provider by any amounts that the provider owes the Plan (including amounts
owed as a result of the assignment of other
pursiant toRefund of Overpaymedastion 1@ oordination of Benefits

Form of Payment of Benefits

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of
other consideration that UnitedHealthcare in its discretiomuteteito be adequate. Where
Benefits are payable directly to a provider, such adequate consideration includes the
forgiveness in whole or in part of amounts the provider owes to other plans for which
UnitedHealthcare makes payments, where the Plan hataksignment of the other

plans' recovery rights for value.
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Health Statements

Each month in which UnitedHealthcare processes at least one claim for you or a covered
Dependent, you will receive a Health Statement in the mail. Health Statementssgnake it ea
for you to manage your family's medical costs by providing claims informatietoin easy
understand terms.

If you would rather track claims for yourself and your covered Dependents online, you may
do so atvww.myuhc.com You may also elect to discontinue receipt of paper Health
Statements by making the appropriate selection on this site.

Explanation of Benefits (EOB)

You may request that UnitedHealthcare send you a paper copy of an Explanation of
Benefits (EOB) afterpcessing the claim. The EOB will let you know if there is any portion
of the claim you need to pay. If any claims are denied in whole or in part, the EOB will
include the reason for the denial or partial payment. If you would like paper copies of the
EOBs you may call the tétee number on your ID card to request them. You can also
view and print all of your EOBs onlinevatw.myuhc.com See Section 1@lossarfor

the definition of Explanation of Benefits.

Important - Timely Filing of Non -Network Claims
All claim forms for noiNetwork services must be submitted within 12 months aftef the
date of service. Otherwise, the Plan wilpagptany Benefits for that Eligible Expens¢, or
Benefits will be reduced, as determined by UnitedHealtftuarg2month requiremen
does not apply if you are legally incapacitated. If your claim relates to an Inpatiept Stay,
the date of service is tti@te your Inpatient Stay ends.

Claim Denials and Appeals

If Your Claim is Denied

If a claim for Benefits is denied in part or in whole, you may call UnitedHealthcare at the
number on your ID card before requesting a formal appeal. If UnitedHealthcdre canno
resolve the issue to your satisfaction over the phone, you have the right to file a formal
appeal as described below.

How to Appeal a Denied Claim

If you wish to appeal a denied-peevice request for Benefits, gmstvice claim or a

rescission of covage as described below, you or your authorized representative must
submit your appeal in writing within 180 days of receiving the adverse benefit determination.
You do not need to submit urgent care appeals in writing. This communication should
include:

Yy The patient's name and ID number as shown on the ID card.

Yy The provider's name.

Yy The date of medical service.

Yy The reason you disagree with the denial.
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Yy Any documentation or other written information to support your request.
You or your authorized representativay send a written request for an appeal to:

UnitedHealthcareAppeals
P.O. Box 30432
Salt Lake City, Utah 8413432

For urgent care requests for Benefits that have been denied, you or your provider can call
UnitedHealthcare at the tke number ogour ID card to request an appeal.

Types of claims
The timing of the claims appeal process is based on the type of claim you are agpealing.
If you wish to appeal a claim, it helps to understand whether it is an:
Yy Urgent care request for Benefits.

Yy Preservce request for Benefits.

Yy Postservice claim.

y" Concurrent claim.

Review of an Appeal

UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be
reviewed by:

Yy An appropriate individual(s) who did not make the initial benefit detgmi

Yy A health care professional with appropriate expertise who was not consulted during the
initial benefit determination process.

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a
written explanation of the reasansl facts relating to the denial.

Filing a Second Appeal

YourPlan offers two levels of appeal. If you are not satisfied with the first level appeal
decision, you have the right to request a second level appeal from UnitedHealthcare within
60 days from receipt of the first level appeal determination.

Note: Upon writen request and free of charge, any Covered Persons may examine their
claim and/or appeals file(s). Covered Persons may also submit evidence, opinions and
comments as part of the internal claims review process. UnitedHealthcare will review all
claims in ecordance with the rules established by tBeDepartment of Lakoy Covered

Person will be automatically provided, free of charge, and sufficiently in advance of the date
on which the notice of final internal adverse benefit determination is regthr€d any

new or additional evidence considered, relied upon or generated by the Plan in connection
with the claim; and, (ii) a reasonable opportunity for any Covered Person to respond to such
new evidence or rationale.
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Federal External Review Progra

If, after exhausting your internal appeals, you are not satisfied with the determination made
by UnitedHealthcarer if UnitedHealthcaffails to respond to your appeal in accordance

with applicable regulations regarding timing, you may be entitled to request an external
review of UnitedHealthc&aletermination. The process is available at no charge to you.

If one of the above conditions is met, you may request an external review of adverse benefit
determinations based upon any of the following:

y  Clinical reasons.

Yy The exclusions for Experimental or Investigational Service(s) or Unproven Service(s).

Yy Rescission afoverage (coverage that was cancelled or discontinued retroactively).

Yy As otherwise required by applicable law.

You or your representative may request a standard external review by sending a written
request to the address set out in the determinationYeitieor your representative may
request an expedited external review, in urgent situations as detailed below, by calling the
number on your ID card or by sending a written request to the address set out in the

determination letter. A request must be matthen four months after the date you received
UnitedHealthcalg decision.

An external review request should include all of the following:

A specific request for an external review.
The Covered Person's name, address, and insurance ID number.
Your designated representative's name and address, when applicable.

<SS S

The sevice that was denied.

y" Any new, relevant information that was not provided during the internal appeal.

An external review will be performed by an Independent Review Organization (IRO).
UnitedHealthcare has entered into agreements with three or morealR@sdtagreed to
perform such reviews. There are two types of external reviews available:

y A standard external review.

Yy An expedited external review.

Standard External Review
A standard external review is comprised of all of the following:

y A preliminary raew by UnitedHealthcare of the request.
y A referral of the request by UnitedHealthcare to the IRO.
Yy A decision by the IRO.
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Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete
a preliminary review to determine whetmeindividual for whom the request was
submitted meets all of the following:

Yy Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has exhausted the applicable internal appeasgroc

Yy Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a
notification in writing to you. If the request is eligiblexXtarnal review, UnitedHealthcare

will assign an IRO to conduct such review. UnitedHealthcare will assign requests by either
rotating claims assignments among the IROs or by using a random selection process.

The IRO will notify you in writing of the regtie eligibility and acceptance for external

review. You may submit in writing to the IRO within ten business days following the date of
receipt of the notice additional information that the IRO will consider when conducting the
external review. The IROnet required to, but may, accept and consider additional
information submitted by you after ten business days.

UnitedHealthcare will provide to the assigned IRO the documents and information
considered in making UnitedHealthsatetermination. The documents include:

y All relevant medical records.
Yy~ All other documents relied upon by UnitedHealthcare

y  All other information or evidence that you or your Physician submitted. If there is any
information or evidence you or your Phgsigvish to submit that was not previously
provided, you may include this information with your external review request and
UnitedHealthcare will include it with the documents forwarded to the IRO.

In reaching a decision, the IRO will review the claiewaamd not be bound by any

decisions or conclusions reached by UnitedHealthbartRO will provide written notice

of its determination (the "Final External Review Decision") within 45 days after it receives
the request for the external review (unless they request additional time and you agree). The
IRO will deliver the notice &inal External Review Decision to you and UnitedHealthcare,
and it will include the clinical basis for the determination.

Upon receipt of a Final External Review Decision reversing UnitedHealthcare
determination, the Plan will immediately provide covaraggment for the benefit claim

at issue in accordance with the terms and conditions of the Plan, and any applicable law
regarding plan remedies. If the Final External Review Decision is that payment or referral
will not be made, the Plan will not begaied to provide Benefits for the health care

service or procedure.
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Expedited External Review

An expedited external review is similar to a standard external review. The most significant
difference between the two is that the time periods for completang pertions of the

review process are much shorter, and in some instances you may file an expedited external
review before completing the internal appeals process.

You may make a written or verbal request for an expedited external review if you receive
either of the following:

Yy An adverse benefit determination of a claim or appeal if the adverse benefit
determination involves a medical condition for which the time frame for completion of
an expedited internal appeal would seriously jeopardize thiedékhoof the
individual or would jeopardize the individual's ability to regain maximum function and
you have filed a request for an expedited internal appeal.

y A final appeal decision, if the determination involves a medical condition where the
timeframe ér completion of a standard external review would seriously jeopardize the
life or health of the individual or would jeopardize the individual's ability to regain
maximum function, or if the final appeal decision concerns an admission, availability of
care continued stay, or health care service, procedure or product for which the
individual received emergency services, but has not been discharged from a facility.

Immediately upon receipt of the request, UnitedHealthcare will determine whether the
individud meets both of the following:

y Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has provided all the information and forms required so that UnitedHealthcare may
process the regst.

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a
notice in writing to you. Upon a determination that a request is eligible for expedited
external review, UnitedHealthcare will assign an IRO in the same mantidealthitzare

utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all
necessary documents and information considered in making the adverse benefit
determination or final adverse benefit determination to the assigned IRQcdégtor by
telephone or facsimile or any other available expeditious method. The IRO, to the extent the
information or documents are available and the IRO considers them appropriate, must
consider the same type of information and documents considestdndard external

review.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by UnitedHealtlhbartRO will provide notice of the

final external review decision for an expedited external review as expeditiously as the
claimant's medical condition or circumstances require, but in no event more than 72 hours
after the IRO receives the requeshdfinitial notice is not in writing, within 48 hours after

the date of providing the initial notice, the assigned IRO will provide written confirmation of
the decision to you and to UnitedHealthcare.
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You may contact UnitedHealthcare at thdredl numbeon your ID card for more
information regarding external review rights, or if making a verbal request for an expedited
external review.

Timing of Appeals Determinations

Separate schedules apply to the timing of claims appeals, depending on thentype of clai
There are three types of claims:

y

Urgent care request for Beneféisrequest for Benefits provided in connection with
urgent care services.

PreService request for Benefitsrequest for Benefits which the Plan must approve or
in which you must noyifUnitedHealthcare before rorgent care is provided.

y

PostService a claim for reimbursement of the cost of-unggent care that has already
been provided.

y

Please note that the decision is based only on whether or not Benefits are available under the
Plan for the proposed treatment or procedure.

You may have the right to external review througidependent Review Orgafiiz@jon

upon the completion of the internal appeal process. Instructions regarding any such rights,
and how to access those gghtill be provided in the Claims Administrator's decision letter
to you.

The tables below describe the time frames which you and UnitedHealthcare are required to
follow.

Urgent Care Request for Benefits

Type of Request for Benefits or Appeal Timing

If your request for Benefits is incomplete, UnitedHealthc

must notify you within: 24 hours

48 hoursafter
receiving notice of
additional informatior]
required

You must then provide completed request for Benefits tg
UnitedHealthcare within:

UnitedHealthca must notify you of the benefit

determination within: 72 hours

180 daysafter

If UnitedHealthcare denies your request for Benefits, yol
must appeal an adverse benefit determination no later th

receiving the advers;
benefit determinatior]

UnitedHealthare must notify you of the appeal decision
within:

72 hoursafter
receiving the appea
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Urgent Care Request for Benefits

Type of Request for Benefits or Appeal

Timing

“You do not need to submit urgent care appeals in writing. You should call UnitedHeall
soon as possible to appeal an urgent care request for Benefits.

Pre-Sewice Request for Benefits

Type of Request for Benefits or Appeal Timing
If your request for Benefits is filed improperly, 5 davs
UnitedHealthcare must notify you within: y
If your request for Benefits is incomplete, UnitedHealthc

: L 15 days
must notify you withi
You must then provide completed request for Benefits 45 davs
information to UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial request for Benefits is complete, within: 15 days
Yy after receing the completed request for Benefits (if th

initial request for Benefits is incomplete), within: 15 days

You must appeal an adverse benefit determination no la
than:

180 daysfter
receiving the advers;
benefit determinatior]

UnitedHealthcare musbtify you of the first level appeal
decision within:

15 daysafter receiving
the first level appeal

You must appeal the first level appeal (file a second leve
appeal) within:

60 daysafter receiving
the first level appeal
decision

UnitedHealthcare musbtify you of the second level appe
decision within:

15 daysafter receiving
the second level appe

*UnitedHealthcare may require a-time extension for the initial claim determination, of n
more than 15 days, only if more time is needed duautnstiaces beyond control of the P
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PostService Claims

Type of Claim or Appeal Timing
If.yo'ur. claim is incomplete, UnitedHealthcare must notify 30 days
within:
You must then provide completed claim information to 45 davs
UnitedHealthcare within: ¥y
UnitedHealthcare must notify you of the benefit determination:
y if the initial claim is complete, within: 30 days
y after receiving the completed claim (if the initial claim

30 days

incomplete), within:

180 daysfter
receiving the advers;
benefit determinatior]

You must appeal an adverse benefit deterommatilater
than:

UnitedHealthcare must notify you of the first level appea 30 daysafter receiving
decision within: the first level appeal

60 daysafter receiving
the first level appeal
decision

You must appeal the first level appeal (file a skna@hid
appeal) within:

UnitedHealthcare must notify you of the second level ap| 30 daysafter receiving
decision within: the second level appe

Concurrent Care Claims

If an ongoing course of taément was previously approved for a specific period of time or
number of treatments, and your request to extend the treatment is an urgent care request for
Benefits as defined above, your request will be decided within 24 hours, provided your
request is ade at least 24 hours prior to the end of the approved treatment.
UnitedHealthcare will make a determination on your request for the extended treatment
within 24 hours from receipt of your request.

If your request for extended treatment is not made ta24efasurs prior to the end of the
approved treatment, the request will be treated as an urgent care request for Benefits and
decided according to the timeframes described above. {jaimg@rourse of treatment

was previously approved for a specifiogef time or number of treatments, and you

request to extend treatment in a-noogent circumstance, your request will be considered a
new request and decided according tegeogice or prservice timeframes, whichever
applies.

Limitation of Action

You cannot bring any legal action against Clermont County or the Claims Administrator to
recover reimbursement until 90 days after you have properly submitted a request for
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reimbursement as described in this section and all required reviews of youedi&iem hav
completed. If you want to bring a legal action against Clermont County or the Claims
Administrator, you must do so within three years from the expiration of the time period in
which a request for reimbursement must be submitted or you lose aty bighg) such

an action against Clermont County or the Claims Administrator.

You cannot bring any legal action against Clermont County or the Claims Administrator for
any other reason unless you first complete all the steps in the appeal procassdescribe
this section. After completing that process, if you want to bring a legal action against
Clermont County or the Claims Administrator you must do so within three years of the date
you are notified of the final decision on your appeal or you logghéntorbring such an

action against Clermont County or the Claims Administrator.
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SECTION H@COORDINATION OF BENE (COB)

What this section includes:
Yy How your Benefits under this Plan coordinate with other medical plans.

Yy~ How coverage is affected iijjmecome eligible for Medicare.

Yy Procedures in the event the Plan overpays Benefits.

Coordination of Benefits (COB) applies to you if you are covered by more than one health
benefits plan, including any one of the following:

Yy~ Another employer sponsored healkenefits plan.
Yy A medical component of a group ldegn care plan, such as skilled nursing care.

Yy No-fault or traditional "fault" type medical payment benefits or personal injury
protection benefits under an auto insurance policy.

Yy Medical payment benefitsder any premises liability or other types of liability coverage.

Yy Medicare or other govenental lealthbenefit.

If coverage is provided under two or more plans, COB determines which plan is primary
and which plan is secondary. The plan consideredyppiyarits benefits first, without

regard to the possibility that another plan may cover some expenses. Any remaining
expenses may be paid under the other plan, which is considered secondary. The secondary
plan may determine its benefits based on thetbgraadfl by the primary plan. How much

this Plan will reimburse you, if anything, will also depend in part on the allowable expense.
The term, "allowable expense," is further explained below.

Don't forget to update your Dependents' Medical Coverage Infornmesn
Avoid delays on your Dependent claims by updating your Dependent's medical goverage
information. Just log on f@wvw.myuhc.comor call the toffree number on your ID
card to update your COB information. You will need the name of your Dependerft
other medical coverage, along with the policy number.

S

Determining Which Plan is Primary

Order of Benefit Determination Rules

If you are covered by two or more plans, the benefit payment follows the rules below in this
order:

y  This Plan will always be secopdamedical payment coverage or personal injury
protection coverage under any auto liability éaudbinsurance policy.

Yy When you have coverage under two or more medical plans and only one has COB
provisions, the plan without COB provisions will pagftigfirst.

y' A plan that covers a person as an employee pays benefits before a plan that covers the
person as a dependent.
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<SS

If you are receiving COBRA continuation coverage under another employer plan, this
Plan will pay Benefits first.

Your dependent chilen will receive primary coverage from the parent whose birth date
occurs first in a calendar year. If both parents have the same birth date, the plan that
pays benefits first is the one that has been in effect the longest. This birthday rule applies
onlyif:

- The parents are married or living together whether or not they have ever been
married and not legally separated.

- A court decree awards joint custody without specifying that one party has the
responsibility to provide health care coverage.

If two or mae plans cover a dependent child of divorced or separated parents and if
there is no court decree stating that one parent is responsible for health care, the child
will be covered under the plan of:

- The parent with custody of the child; then

- The Spouse dhe parent with custody of the child; then

- The parent not having custody of the child; then

- The Spouse of the parent not having custody of the child.

Plans for active employees pay before plans coveroif daicetired employees.

The plan that has cered the individual claimant the longest will pay first.

Finally, if none of the above rules determines which plan is primary or secondary, the
allowable expenses shall be shared equally between the plans meeting the definition of
Plan. In addition, thiddh will not pay more than it would have paid had it been the
primary Plan.

The following examples illustrate how the Plan determines which plan pays first and which
plan pays second.

Determining Primary and Secondary PlanExamples

1) Let's say you andyr Spouse both have family medical coverage through your
respective employers. You are unwell and go to see a Physician. Since you're cpvered as a
Participant under this Plan, and as a Dependent under your Spouse's plan, this Plan will
pay Benefits for hPhysician's office visit first.
2) Again, let's say you and your Spouse both have family medical coverage thropgh your
respective employers. You take your Dependent child to see a Physician. This Hlan will
look at your birthday and your Spouse's birtioddgtermine which plan pays first. If
you were born on June 11 and your Spouse was born on May 30, your Spouse's plan will
pay first.

When This Plan is Secondary

If this Plan is secondarydetermines the amount it will pay for a Covered Health Service
by following the steps below.
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<,

The Plan determines the amount it would have paid based on the allowable expense.

Yy If this Plan would have paid the same amount or less than the primpaydp ks
Plan pays no Benefits.

y If this Plan would have paid more than the primary plan paid, the Plan will pay the
difference.

Youwill be responsible for a@ppay, Coinsurance or Deductgagments as part of the
COB payment. The maximum combinedr@y you can receive from all plans may be less
than 100% of the allowable expense.

Determining the Allowable Expense If This Plan is Secondary

What is an allowable expense?
For purposes of COB, an allowable expense is a health care expense that meetg the
definition of a Covered Health Service under this Plan.

When the provider is a Network provider for both the primary plan and this Plan, the
allowable expense is the primary plan's network rate. When the provider is a network
provider for the primary plaamd a nofNetwork provider for this Plan, the allowable
expense is the primary plan's network rate. When the provider-Nedvmank provider

for the primary plan and a Network provider for this Plan, the allowable expense is the
reasonable and customamgrges allowed by the primary plan. When the provider is a non
Network provider for both the primary plan and this Plan, the allowable expense is the
greater of the two Plans' reasonable and customary charges. If this plan is secondary to
Medicare, pleaslso refer to the discussion in the section below, titled "Determining the
Allowable Expense When This Plan is Secondary to Medicare".

When a Covered Person Qualifies for Medicare

Determining Which Plan is Primary

As permitted by law, this Plan will Bayefits second to Medicare when you become
eligible for Medicare, even if you don't elect it. There are, however, Mbdibkre
individuals for whom the Plan pays Benefits first and Medicare pays benefits second:

Yy Employees with active current emplayinséatus age 65 or older and their Spouses age
65 or older (however, domestic partners are excluded as provided by Medicare).

Yy Individuals with endtage renal disease, for a limited period of time.

y  Disabled individuals under age 65 with current emplogtatrst and their Dependents
under age 65.

Determining the Allowable Expense When This Plan is Secondary to Medicare

If this Plan is secondary to Medicare, the Medicare approved amount is the allowable
expense, as long as the provider accepts reimburdeautiytfrom Medicare. If the

provider accepts reimbursement directly from Medicare, the Medicare approved amount is
the charge that Medicare has determined that it will recognize and which it reports on an
"explanation of Medicare benefits" issued lmiddee (the "EOMB") for a given service.
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Medicare typically reimburses such providers a percentage of its approv@dftdrarge
80%.

If the provider does not accept assignment of your Medicare benefits, the Medicare limiting
charge (the most a providanacharge you if they don't accept Medigically 115% of

the Medicare approved amount) will be the allowable expense. Medicare payments,
combined with Plan Benefits, will not exceed 100% of the allowable expense.

If you are eligible for, but not etled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtain services from a provider that does
not participate in the Medicare program (as opposed to a provider who does not accept
assignment of Megdire benefits), Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timely enrolled in Medicare and obtained services from a
Medicare participating provider.

When calculating the Plan's Benefits in these situatidnghen Medicare does not issue

an EOMB, for administrative convenience UnitedHealthcare will treat the provider's billed
charges for covered services as the allowable expense for both the Plan and Medicare, rather
than the Medicare approved amount oridéed limiting charge.

Medicare€Crossover Program

The Plan offers a Medicare Crossover program for Medicare Part A and Part B and Durable
Medical Equipment (DME) claims. Under this program, you no longer have to file a
separate claim with the Plan to xecsecondary benefits for these expenses. Your

Dependent will also have this automated Crossover, as long as he or she is eligible for
Medicare and this Plan is your only secondary medical coverage.

Once the Medicare Part A and Part B and DME carriersdirabeirsed your health care
provider, the Medicare carrier will electronically submit the necessary information to the
Claims Administrator to process the balance of your claim under the provisions of this Plan.

You can verify that the automated crossoedr place when your copy of the explanation
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary
carrier.

This crossover process does not apply to expenses under Part A of Medicare (hospital
expenses) and to expenses unaerB(Physician office visits) and DME Medicare
expenses or expenses that Medicare does not cover. Yga anistfile claims for these
expenses.

For information about enrollment or if you have questions about the program, call the
telephone numbertesl on the back of your ID card.

Right to Receive and Release Needed Information

Certain facts about health care coverage and services are needed to apply these COB rules
and to determine benefits payable under this Plan and other plans. UnitedHeajtlyedre m
the facts needed from, or give them to, other organizations or persons for the purpose of
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applying these rules and determining benefits payable under this Plan and other plans
covering the person claiming benefits.

UnitedHealthcare does not neetkth or get the consent of, any person to do this. Each
person claiming benefits under this Plan must give UnitedHealthcare any facts needed to
apply those rules and determine benefits payable. If you do not provide UnitedHealthcare
the information needed apply these rules and determine the Benefits payable, your claim
for Benefits will be denied.

Overpayment and Underpayment of Benefits

If you are covered under more than one medical plan, there is a possibility that the other
plan will pay a benefitatthe Plan should have paid. If this occurs, the Plan may pay the
other plan the amount owed.

If the Plan pays you more than it owes under this COB provision, you should pay the excess
back promptly. Otherwise, the Company may recover the amount imtbédalary,

wages, or benefits payable under any Corapangored benefit plans, including this Plan.

The Company also reserves the right to recover any overpayment by legal action or offset
payments on future Eligible Expenses.

If the Plan overpays adith care provider, UnitedHealthcare reserves the right to recover
the excess amount from the provider pursud®étond of Overpayrbelus.

Refund of Overpayments

If the Plan pays for Benefits for expenses incurred on account of a Covered &erson, th
Covered Person, or any other person or organization that was paid, must make a refund to
the Plan if:

y' The Plan's obligation to pay Benefits was contingent on the expenses incurred being
legally owed and paid by the Covered Person, but all or somexpktieses were not
paid by the Covered Person or did not legally have to be paid by the Covered Person.

y  All or some of the payment the Plan made exceeded the Benefits under the Plan.

y" All or some of the payment was made in error.

The amount that must bewatied equals the amount the Plan paid in excess of the amount
that should have been paid under the Plan. If the refund is due from another person or
organization, the Covered Person agrees to help the Plan get the refund when requested.

If the refund is del from the Covered Person and the Covered Person does not promptly
refund the full amount owed, the Plan may recover the overpayment by reallocating the
overpaid amount to pay, in whole or in part, future Benefits for the Covered Person that are
payable wter the Plan. If the refund is due from a person or organization other than the
Covered Person, the Plan may recover the overpayment by reallocating the overpaid amount
to pay, in whole or in part, (i) future Benefits that are payable in connectiawiogth se

provided to other Covered Persons under the Plan; or (ii) future Benefits that are payable in
connection with services provided to persons under other plans for which UnitedHealthcare
makes payments, pursuant to a transaction in which the Plgagrogat recovery rights
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are assigned to such other plans in exchange for such plans' remittance of the amount of the
reallocated payment. The reallocated payment amount will equal the amount of the required
refund or, if less than the full amount of #guired refund, will be deducted from the

amount of refund owed to the Plan. The Plan may have other rights in addition to the right

to reallocate overpaid amounts and other enumerated rights, including the right to
commence a legal action.
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SECTION *SUBROGATION AND RBUJRSEMENT

The Plan has a right to subrogation and reimbursdéneritter ences t o Oyouol ofr
thisSubrogation and Reimbusssti@mishall include you, your estate and your heirs and
beneficiaries unless otherwise stated.

Subrogtion applies when the plan has paid Benefits on your behalf for a Sickness or Injury
for which any third party is allegedly responsible. The right to subrogation means that the
Plan is substituted to and shall succeed to any and all legal claimstnabgaentitled to
pursue against any third party for the Benefits that the Plan has paid that are related to the
Sickness or Injury for which any third party is considered responsible.

Subrogationd Example
Suppose you are injured in a car accidens thait your fault, and you receive Benefigs
under the Plan to treat your injuries. Under subrogation, the Plan has the right tq take
legal action in your name against the driver who caused the accident and that dijiver's
insurance carrier to recover the obshose Benefits.

The right to reimbursement means that if it is alleged that any third party caused or is
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third party, you must use thoseepiot®zfully return to the Plan 100%

of any Benefits you receive for that Sickness or pegyight of reimbursement shall

apply to any Benefits received at any time until the rights are extinguished, resolved or
waived in writing.

Reimbursementd Example
Suppose you are injured in a boating accident that is not your fault, and you recg¢ive

Benefits under the Plan as a result of your injuries. In addition, you receive a settlement in
a court proceeding from the individual who caused the accident. Yaosentbs
settlement funds to return to the plan 100% of any Benefits you received to treafyour
injuries.

The following persons and entities are considered third parties:

y A person or entity alleged to have caused you to suffer a Sickness, Injuresy clamag
who is legally responsible for the Sickness, Injury or damages.

Any insurer or other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
y The Pl an Sponsor i n a wanatkeeallegifg liabitynpe ns at i o
y

Any person or entity who is or may be obligated to provide Benefits or payments to you,
including Benefits or payments for underinsured or uninsured motorist protection, no
fault or traditional auto insurance, medical paymesragev(auto, homeowners or
otherwise), workers' compensation coverage, other insurance carriers or third party
administrators.
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Yy Any person or entity against whom you may have any claim for professional and/or legal
malpractice arising out of or connectea ickness or Injury you allege or could have
alleged were the responsibility of any third party.

Yy Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

Yy You will cooperate with the Plarpiotecting its legal and equitable rights to
subrogation and reimbursement in a timely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for acts which caused Beartefive paid or become payable.

- Providing any relevant information requested by the Plan.

- Signing and/or delivering such documents as the Plan or its agents reasonably
request to secure the subrogation and reimbursement claim.

- Responding to requests fdiormation about any accident or injuries.

- Making court appearances.

- Obtaining the Plands consent or its agent
liability or payment of medical expenses.

- Complying with the terms of this section.

Your failure to cqoerate with the Plan is considered a breach of contract. As such, the Plan
has the right to terminate your Benefits, deny future Benefits, take legal action against you,
and/or set off from any future Benefits the value of Benefits the Plan has paictoelati

any Sickness or Injury alleged to have been caused or caused by any third party to the extent
not recovered by the Plan due to you or your representative not cooperating with the Plan.

If the Plan incurs attorneys' fees and costs in order to ttotkbpiarty settlement funds

held by you or your representative, the Plan has the right to recover those fees and costs
from you. You will also be required to pay interest on any amounts you hold which should
have been returned to the Plan.

y' The Plan hasfast priority right to receive payment on any claim against any third party
before you receive payment from that third
to payment is superior to any and all claims, debts or liens asserted by any medical
providers, including but not limited to hospitals or emergency treatment facilities, that
assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

y The Pl ands s ubr oegtaights apply tafalldind partial sditlameste m
judgments, or other recoveries paid or payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterized. Payments include, leuatrlimited to, economic, nreaonomic,
pecuniary, consortium and punitive damages. The Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,
including attornefym@amfteles , Plsdmadd rmec adweamnuy t\
express written consent. Noecadled "Fund Doctrine" or "Common Fund Doctrine" or
"Attorneyds Fund Doctrine"™ shall defeat th
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Y Regardless of whether you have been fully compensated or made whalengye Pla
collect from you the proceeds of any full or partial recovery that you or your legal
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no matter how those proceedsianedagt
characterized. Proceeds from which the Plan may collect include, but are not limited to,
economic, noeconomic, and punitive damages. No "collateral source" rule, any "Made
Whole Doctrine" or "Mak®/hole Doctrine," claim of unjust enrichment,aror other
equitable I imitation shall l'imit the Pl ano

Benefits paid by the Plan may also be considered to be Benefits advanced.

<

y If you receive any payment from any party as a result of Sickness or Injury, and the Plan
alleges some or all of those funds are due and owed to the Plan, you and/or your
representative shall hold those funds in trust, either in a separate bank account in your
name or in your representative's trust account.

y By patrticipating in and acceptiren&its from the Plan, you agree that (i) any amounts
recovered by you from any third party shall constitute Plan assets to the extent of the
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your
representative shall be fiduigs of the Plan (within the meaning of ERISA) with
respect to such amounts, and (iii) you shall be liable for and agree to pay any costs and
fees (including reasonable attorney fees) incurred by the Plan to enforce its
reimbursement rights.

T h e P ghts todesoveryiwill not be reduced due to your own negligence.

< <

By participating in and accepting Benefits from the Plan, you agree to assign to the Plan

any Benefits, claims or rights of recovery you have under any automobile policy

including nefaultBenefits, PIP Benefits and/or medical payment Benefiter

coverage or against any third party, to the full extent of the Benefits the Plan has paid for

the Sickness or Injury. By agreeing to provide this assignment in exchange for
participatinginandc cepti ng Benefits, you acknowl edge
to assert, pursue and recover on any such claim, whether or not you choose to pursue

the claim, and you agree to this assignment voluntarily.

Yy The Plan may, at its option, take necessaigpgnopriate action to preserve its rights
under these provisions, including but not limited to, providing or exchanging medical
payment information with an insurer, the i
party; filing an ERISA reimbursemenislait to recover the full amount of medical
Benefits you receive for the Sickness or Injury out of any settlement, judgment or other
recovery from any third party considered responsible and filing suit in your name or your
estat eds name jgatenheiPlarhn adyovaysto payoyou partof any
recovery the Plan might obtain. Any ERISA reimbursement lawsuit stemming from a
refusal to refund Benefits as required under the terms of the Plan is governed by a six
year statute of limitations.

Yy You may nbaccept any settlement that does not fully reimburse the Plan, without its
written approval.

y' The Plan has the authority and discretion to resolve all disputes regarding the
interpretation of the language stated herein.
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Yy In the case of your death, givirsg io any wrongful death or survival claim, the
provisions of this section apply to your estate, the personal representative of your estate,
and your heirs or beneficiaries. Il n the ca
reimbursement and right of subragasghall apply if a claim can be brought on behalf
of you or your estate that can include a claim for past medical expenses or damages. The
obligation to reimburse the Plan is not extinguished by a release of claims or settlement
agreement of any kind.

Yy No allocation of damages, settlement funds or any other recovery, by you, your estate,
the personal representative of your estate, your heirs, your beneficiaries or any other
person or party, shall be valid if it does not reimburse the Plan for 100%eoédis in
unless the Plan provides written consent to the allocation.

Yy The provisions of this section apply to the parents, guardian, or other representative of a
Dependent child who incurs a Sickness or Injury caused by any third party. If a parent or
guardia may bring a claim for damages arising out of a minor's Sickness or Injury, the
terms of this subrogation and reimbursement clause shall apply to that claim.

y If any third party causes or is alleged to have caused you to suffer a Sickness or Injury
while yu are covered under this Plan, the provisions of this section continue to apply,
even after you are no longer covered.

Yy In the event that you do not abide by the terms of the Plan pertaining to reimbursement,
the Plan may terminate Benefits to you, yqerdients or the participant, deny future
Benefits, take legal action against you, and/or set off from any future Benefits the value
of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been
caused or caused by any third pariyg@xtent not recovered by the Plan due to your
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in
order to collect third party settlement funds held by you or your representative, the Plan
has the right to recovéitose fees and costs from you. You will also be required to pay
interest on any amounts you hold which should have been returned to the Plan.

y The Plan and all Administrators administer
subrogation and reimbursemeghts have such powers and duties as are necessary to
discharge its duties and functions, including the exercise of its discretionary authority to
(1) construe and enforce the terms of the
and (2) make detemations with respect to the subrogation amounts and
reimbursements owed to the Plan.

Right of Recovery

The Plan also has the right to recover Benefits it has paid on you or your Dependent's behalf
that were:

Yy Made in error.

Due to a mistake in fact.

Advancd during the time period of meeting the calendar year Deductible.

<SS S

Advanced during the time period of meeting theoBBbcket Maximum for the
calendar year.
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Benefits paid because you or your Dependent misrepresented facts are also subject to
recovery.

If the Plan provides a Benefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

Y Require that the overpayment be returned when requested.

Y Reduce a future Benefit payment for you or your Dependent by the amount of the
overpayment.

If the Plan provides an advancement of Benefits to you or your Dependent during the time
period of meeting the Deductible and/or meeting theo®Bbcket Maximum for the

calendar year, the Plan will send you or your Dependent a monthgnstaentifying the

amount you owe with payment instructions. The Plan has the right to recover Benefits it has

advanced by:
Yy Submitting a reminder letter to you or a covered Dependent that details any outstanding
balance owed to the Plan.

Yy Conducting couesy calls to you or a covered Dependent to discuss any outstanding
balance owed to the Plan.
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SECTION 2VHEN COVERAGE ENDS

What this section includes:
y  Circumstances that cause coverage to end.

Yy~ How to continue coverage after it ends.

Your entittement tBenefits automatically ends on the date that coverage ends, even if you
are hospitalized or are otherwise receiving medical treatment on that date.

When your coverage ends, Clermont County will still pay claims for Covered Health Services
that you receigkebefore your coverage ended. However, once your coverage ends, Benefits
are not provided for health services that you receive after coverage ended, even if the
underlying medical condition occurred before your coverage ended.

Your coverage under the Plaiti end on the earliest of:

Thelast day of the mongfour employment with the Company ends.
The date the Plan ends.

Thelast day of the mongfou stop making the required contributions.
Thelast day of the mongou are no longer eligible.

Thelast day of the monthinitedHealthare receives written notice from Clermont
County to end your coverage, or the date requested in the notice, if later.

<SS

Thelast day of the montfou retire or are pensioned under the Plan, unless specific
coverage is available for retired or pensionedrngeaind you are eligible for that
coverage.

Coverage for your eligible Dependents will end on the earliest of:

Yy The date your coverage ends.
Thelast day of the mongou stop making the required contributions.

y
Yy Thelast day of the montbnitedHealthcar receives written notice from Clermont
County to end your coverage, or the date requested in the notice, if later.

y

Thelast day of the mongfour Dependents no longer qualify as Dependents under this
Plan.

Other Events Ending Your Coverage

The Plan wilprovide at least thirty days' prior written notice to you that your coverage will
end on the date identified in the notice if you commit an act, practice, or omission that
constituted fraud, or an intentional misrepresentation of a material fact jnmddiog

limited to, knowingly providing incorrect information relating to another person's eligibility
or status as a Dependent. You may appeal this decision durirggthe@ire period. The
notice will contain information on how to pursue your &ppea
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Note: If UnitedHealthcare and Clermont County find that you have performed an act,
practice, or omission that constitutes fraud, or have made an intentional misrepresentation
of material fact, Clermont County has the right to demand that you palyBeckfitd

Clermont County paid to you, or paid in your name, during the time you were incorrectly
covered under the Plan.

Coverage for a Disabled Dependent Child

Coverage for an unmarried enrolled Dependent child who is disabled will not end just
becaus¢he child has reached a certain age. The Plan will extend the coverage for that child
beyond the limiting age if both of the following are true regarding the enrolled Dependent
child:

y Is not able to be sedtipporting because of mental or physical haratickgability.

Yy Depends mainly on you for support.

Coverage will continue as long as the enrolled Dependent is medically certified as disabled
and dependent unless coverage is otherwise terminated in accordance with the terms of the
Plan.

The Plan will askou to furnish proof of the medical certification of disability within 31 days

of the date coverage would otherwise have ended because the child reached a certain age.
Before the Plan agrees to this extension of coverage for the child, the Plan enthatequir
Physician chosen by the Plan examine the child. The Plan will pay for that examination.

The Plan may continue to ask you for proof that the child continues to be disabled and
dependent. Such proof might include medical examinations at thexpdasts. ¢lowever,
the Plan will not ask for this information more than once a year.

If you do not provide proof of the child's disability and dependency within 31 days of the
Plan's request as described above, coverage for that child will end.

Continuing Ceerage Through COBRA

If you lose your Plan coverage, you may have the right to extend it u@desthidated
Omnibus Budget Reconciliation Act of 1985 & @Bfiwd in Section Glossary

Continuation coverage und&dBRAIs available only tod?is that are subject to the terms
of COBRA You can contact your Plan Administrator to determine if Clermont County is
subject to the provisions GOBRA

Continuation Coverage under Federal Law (COBRA)

Much of the language in this section comes fronedleeai law that governs continuation
coverage. You should call your Plan Administrator if you have questions about your right to
continue coverage.

In order to be eligible for continuation coverage under federal law, you must meet the
definition of a "Qudied Beneficiary". A Qualified Beneficiary is any of the following
persons who were covered under the Plan on the day before a qualifying event:
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Yy A Participant.

Yy A Participant's enrolled Dependent, including with respect to the Participant's children, a
child born to or placed for adoption with the Participant during a period of continuation
coverage under federal law.

Yy A Participant's former Spouse.

Qualitying Events for Continuation Coverage under COBRA

The following table outlines situations in which yeyetect to continue coverage under
COBRA for yourself and your Dependents, and the maximum length of time you can
receive continued coverage. These situations are considered qualifying events.

If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse Child(ren)
Your work hours are reduced 18 months 18 months 18 months

Your employment terminates fo
any reason (other than gross 18 months 18 months 18 months
misconduct)

You or your family melper
become eligible for Social Secu

disability benefits at any time 29 months 29 months 29 months
within the first 60 days of losing

coverage

You die N/A 36 months 36 months
You divorce (or legally separate N/A 36 months 36 months

Your child is ndonger an eligible
family member (e.g., reaches th N/A N/A 36 months
maximum age limit)

You become entitled to Medical N/A See table below Ssglé"jvble
Clermont County files for
bankruptcy under Title 11, Unite 36 months 36 month$ | 36 month3

States Code.
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1Subject to the following conditions: (i) notice of the disability must be provided within the latest of
60 days after a). the determination of the disability, b). the date of the qualifying event, c). the date
the Qualified Beneficiary woulddacoverage under the Plan, and in no event later than the end of
the first 18 months; (ii) the Qualified Beneficiary must agree to pay any increase in the required
premium for the additional 11 months over the original 18 months; and (jii) if thedQualifie
Beneficiary entitled to the 11 months of coverage haksadred family members who are also
Qualified Beneficiaries, then those-dizabled Qualified Beneficiaries are also entitled to the
additional 11 months of continuation coverage. Notice @ihahgietermination that the Qualified
Beneficiary is no longer disabled must be provided within 30 days of such determination. Thereafter,
continuation coverage may be terminated on the first day of the month that begins more than 30
days after the datétbat determination.

2This is a qualifying event for any retired Participant and his or her enrolled Dependents if there is a
substantial elimination of coverage within one year before or after the date the bankruptcy was filed.

3From the date of the Piipant's death if the Participant dies during the continuation coverage.

How Your Medlicare Eligibility Affects Dependent COBRA Coverage

The table below outlines how your Dependents’ COBRA coverage is impacted if you
become entitled to Medicare.

You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:

You become entitled to Medicare and don't experience &

additional qualifying events 18 months
You become entitled to Medicare, after which you exper
a second qualifying evehefore the initial 281onth period 36 months

expires

You experience a qualifying event*, after which you bec
entitled to Medicare before the initiahddhth period
expires; and, if absent this initial qualifying event, your 36 months
Medicare entitlement wdutave resulted in loss of
Dependent coverage under the Plan

* Your work hours are reduced or your employment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if you become eligible for COBRé&yage as a result of a
reduction in work hours or termination of employment. The notification will give you
instructions for electing COBRA coverage, and advise you of the monthly cost. Your
monthly cost is the full cost, including both Participant aptblen costs, plus a 2%
administrative fee or other cost as permitted by law.

You will have up to 60 days from the date you receive notification or 60 days from the date
your coverage ends to elect COBRA coverage, whichever is later. You will then have an
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additional 45 days to pay the cost of your COBRA coverage, retroactive to the date your
Plan coverage ended.

During the 6@lay election period, the Plan will, only in response to a request from a
provider, inform that provider of your right to elect COBBVerage, retroactive to the
date your COBRA eligibility began.

While you are a participant in the medical Plan under COBRA, you have the right to change
your coverage election:

y" During Open Enrollment.

Yy Following a change in family status, as describeddhadging Your Covier&getion
2, Introduction

Notification Requirements

If your covered Dependents lose coverage due to divorce, legal separation, or loss of
Dependent status, you or your Dependents must notify the Plan Administrator within 60
daysof the latest of:

Yy The date of the divorce, legal separation or an enrolled Dependent's loss of eligibility as
an enrolled Dependent.

Yy The date your enrolled Dependent would lose coverage under the Plan.

Yy The date on which you or your enrolled Dependenifarmied of your obligation to
provide notice and the procedures for providing such notice.

You or your Dependents must also notify the Plan Administrator when a qualifying event
occurs that will extend continuation coverage.

If you or your Dependents fail notify the Plan Administrator of these events within the 60
day period, the Plan Administrator is not obligated to provide continued coverage to the
affected Qualified Beneficiary. If you are continuing coverage under federal law, you must
notify the Pan Administrator within 60 days of the birth or adoption of a child.

Once you have notified the Plan Administrator, you will then be notified by mail of your
election rights under COBRA.

Notification Requirements for Disability Determination

If you extendsour COBRA coverage beyond 18 months because you are eligible for
disability benefits from Social Security, you must provide Human Regithuroetsce of

the Social Security Administration's determination within 60 days after you receive that
determin@ion, and before the end of your initiald@nth continuation period.

The notice requirements will be satisfied by providing written notice to the Plan
Administrator at the address stated in Sectidmpsttant Administrative Information. ERISA
The conents of the notice must be such that the Plan Administrator is able to determine the
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covered Employee and qualified beneficiary(ies), the qualifying event or disability, and the
date on which the qualifying event occurred.

Trade Act of 2002

The Trade Acbf 2002 amended COBRA to provide for a special secalay GIDBRA

election period for certain Participants who have experienced a termination or reduction of
hours and who lose group health plan coverage as a result. The special second COBRA
election pead is available only to a very limited group of individuals: generally, those who
are receiving trade adjustment assistance (TAA) or 'alternative trade adjustment assistance
under a federal law called the Trade Act of 1974. These Participants ate argétmahd
opportunity to elect COBRA coverage for themselves and certain family members (if they
did not already elect COBRA coverage), but only within a limited period of 60 days from the
first day of the month when an individual begins receivingof A (ld be eligible to

receive TAA but for the requirement that unemployment benefits be exhausted) and only
during the six months immediately after their group health plan coverage ended.

If a Participant qualifies or may qualify for assistance und@ieadbeAct of 1974, he or she
should contact the Plan Administrator for additional information. The Participant must
contact the Plan Administrator promptly after qualifying for assistance under the Trade Act
of 1974 or the Participant will lose his orspecial COBRA rights. COBRA coverage

elected during the special second election period is not retroactive to the date that Plan
coverage was lost, but begins on the first day of the special second election period.

When COBRA Ends

COBRA coverage will endfbre the maximum continuation period, on the earliest of the

following dates:

y' The date, after electing continuation coverage, that coverage is first obtained under any
other group health plan.

The date, after electing continuation coverage, that yawr ocoyered Dependent first
becomes entitled to Medicare.

The date coverage ends for failure to make the first required premium payment
(premium is not paid within 45 days).

(premum is not paid within 30 days of its due date).

y
y
Yy The date coverage ends for failure to make any other monthly premium payment
Yy The date the entire Plan ends.

y

The date coverage would otherwise terminate under the Plan as described in the
beginning of this section.

Note: If you selected continuation coverage under a prior plan whittemwaeplaced by
coverage under this Plan, continuation coverage will end as scheduled under the prior plan
or in accordance with the terminating events listed in this section, whichever is earlier.
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Uniformed Services Employment and Reemployment Rights A

A Participant who is absent from employment for more than 30 days by reason of service in
the Uniformed Services may elect to continue Plan coverage for the Participant and the
Participant's Dependents in accordance with the Uniformed Services Empllogmen
Reemployment Rights Act of 1994, as amended (USERRA).

The terms "Uniformed Services" or "Military Service" mean the Armed Forces, the Army
National Guard and the Air National Guard when engaged in active duty for training,

inactive duty training, @ull-time National Guard duty, the commissioned corps of the

Public Health Service, and any other category of persons designated by the President in time
of war or national emergency.

If qualified to continue coverage pursuant to the USERRA, Participgretieon to

continue coverage under the Plan by notifying the Plan Administrator in advance, and
providing payment of any required contribution for the health coverage. This may include
the amount the Plan Administrator normally pays on a ParticipaaifsibaParticipant's

Military Service is for a period of time less than 31 days, the Participant may not be required
to pay more than the regular contribution amount, if any, for continuation of health
coverage.

A Participant may continue Plan coveuagler USERRA for up to the lesser of:

Yy The 24 month period beginning on the date of the Participant's absence from work.

Yy The day after the date on which the Participant fails to apply for, or return to, a position
of employment.

Regardless of whether a Rgrant continues health coverage, if the Participant returns to a
position of employment, the Participant's health coverage and that of the Participant's
eligible Dependents will be reinstated under the Plan. No exclusions or waiting period may
be imposedn a Participant or the Participant's eligible Dependents in connection with this
reinstatement, unless a Sickness or Injury is determined by the Secretary of Veterans Affairs
to have been incurred in, or aggravated during, the performance of miidary ser

You should call the Plan Administrator if you have questions about your rights to continue
health coverage under USERRA.
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SECTION 3DTHER IMPORTANT IRMATION

What this section includes:
y' Courtordered Benefits for Dependent children.

Your relanship with UnitedHealthcare and Clermont County.
Relationships with providers.

Interpretation of Benefits.

Information and records.

Incentives to providers and you.

The future of the Plan.

S Y

How to access the official Plan documents.

Qualified Medical ChiBlpport Orders (QMCSOSs)

A qualified medical child support order (QMCSO) is a judgment, decree or order issued by a
court or appropriate state agency that requires a child to be covered for medical benefits.
Generally, a QMCSO is issued as part of a pateimorce, or other child support

settlement.

If the Plan receives a medical child support order for your child that instructs the Plan to
cover the child, the Plan Administrator will review it to determine if it meets the
requirements for a QMCSO. tiflietermines that it does, your child will be enrolled in the
Plan as your Dependent, and the Plan will be required to pay Benefits as directed by the
order.

You may obtain, without charge, a copy of the procedures governing QMCSOs from the
Plan Administiar.

Note: A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QMCSO.

Your Relationship with UnitedHealthcare and Clermont County

In order to make choices about your health care coverage and treatment, @emhont
believes that it is important for you to understand how UnitedHealthcare interacts with the
Plan Sponsor's benefit Plan and how it may affect you. UnitedHealthcare helps administer
the Plan Sponsor's benefit plan in which you are enrolled. Uaited&te does not

provide medical services or make treatment decisions. This means:

Yy UnitedHealthcare communicates to you decisions about whether the Plan will cover or
pay for the health care that you may receive. The Plan pays for Covered Health Services,
which are more fully described in this SPD.

Yy The Plan may not pay for all treatments you or your Physician may believe are necessary.
If the Plan does not pay, you will be responsible for the cost.
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Clermont County and UnitedHealthcare may use individealifiable information about

you to identify for you (and you alone) procedures, products or services that you may find
valuable. Clermont County and UnitedHealthcare will use individually identifiable
information about you as permitted or requiredvinyingluding in operations and in

research. Clermont County and UnitedHealthcare will-ithntiBed data for commercial
purposes including research.

Relationship with Providers

The relationships between Clermont County, UnitedHeakinchietwork providers are

solely contractual relationships between independent contractors. Network providers are not
Clermont County's agents or employees, nor are they agents or employees of
UnitedHealthcareClermont County and any of its employees are not agents or employees

of Network providers, nor are UnitedHealtheaue: any of its employees agents or

employees of Network providers.

Clermont County and UnitedHealthadwenot provide hadth care services or supplies, nor

do they practice medicine. Instead, Clermont County and UnitedHeatthoge=for

health care providers to participate in a Network and administer payment of Benefits.
Network providers are independent practitionbosrun their own offices and facilities.
UnitedHealthcaretsedentialing process confirms public information about the providers'
licenses and other credentials, but does not assure the quality of the services provided. They
are not Clermont County's plmyees nor are they employees of UnitedHealthcare

Clermont County and UnitedHealthadwenot have any other relationship with Network
providers such as princhagent or joint venture. Clermont County and UnitedHealthcare

are not liable for any amtomission of any provider.

UnitedHealthcarns not considered to be an employer of the Plan Administrator for any
purpose with respect to the administration or provision of benefits under this Plan.

Clermont County is solely responsible for:

Yy Enrollmentand classification changes (including classification changes resulting in your
enrollment or the termination of your coverage).

Yy The timely payment of the service fee to UnitedHealthcare.

Yy The funding of Benefits on a timely basis.

Yy Notifying you of the termation or modifications to the Plan.

Your Relationship with Providers
The relationship between you and any provider is that of provider and patient.

Yy You are responsible for choosing your own provider.

Yy You are responsible for paying, directly to your gmwdy amount identified as a
member responsibility, includidginsurance, any deductible and any amount that
exceeds Eligible Expenses.
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You are responsible for paying, directly to your provider, the cost of @gveced
Health Service.

y

Y You must dede if any provider treating you is right for you. This includes Network
providers you choose and providers to whom you have been referred.

Yy Must decide with your provider what care you should receive.

Yy~ Your provider is solely responsible for the qualityecdervices provided to you.

The relationship between you and Clermont County is that of employer and employee,
Dependent or other classification as defined in the SPD.

Interpretation of Benefits

Clermont County and UnitedHealthcare have the sole arsivexdiscretion to:

Yy Interpret Benefits under the Plan.

Yy Interpret the other terms, conditions, limitations and exclusions of the Plan, including
this SPD and any Summary of Material Modifications and/or Amendments.

Yy Make factual determinations related té’the and its Benefits.

Clermont County and UnitedHealthcare may delegate this discretionary authority to other
persons or entities that provide services in regard to the administration of the Plan.

In certain circumstances, for purposes of overall goggsar efficiency, Clermont County

may, in its discretion, offer Benefits for services that would otherwise not be Covered Health
Services. The fact that Clermont County does so in any particular case shall not in any way
be deemed to require Clermonu@ty to do so in other similar cases.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursement Policies

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in
accordance with one or more of theofeihg methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/&@¢heers for Medicare and
Medicaid Services (CMS)

As reported by generally recognizefiegsionals or publications.

<

Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or determinations that UnitedHealthcare accepts.

Following evaluation and validation of certain probilliegs (e.g., error, abuse and fraud
reviews), UnitedHealthcare's reimbursement policies are applied to provider billings.
UnitedHealthcare shares it's reimbursement policies with Physicians and other providers in
UnitedHealthcare's Network through E©dHiealthcare's provider website. Network
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Physicians and providers may not bill you for the difference between their contract rate (as
may be modified by UnitedHealthcare's reimbursement policies) and the billed charge.
However, nofNetwork providers are hisubject to this prohibition, and may bill you for

any amounts the Plan does not pay, including amounts that are denied because one of
UnitedHealthcare's reimbursement policies does not reimburse (in whole or in part) for the
service billed. You may obtabpies of UnitedHealthcare's reimbursement policies for
yourself or to share with your Aietwork Physician or provider by going to
www.myuhc.comor by calling the telephone number on your ID card.

Information and Records

Clermont County and UnitedHéathre may use your individually identifiable health

information to administer the Plan and pay claims, to identify procedures, products, or
services that you may find valuable, and as otherwise permitted or required by law. Clermont
County and UnitedHeatthre may request additional information from you to decide your

claim for Benefits. Clermont County and UnitedHealthcare will keep this information
confidential. Clermont County and UnitedHealthcare may also useiglentifiled data

for commercial purpes, including research, as permitted by law.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to you to furnish Clermont County and UnitedHealthcare with all
information or copies of rea® relating to the services provided to you. Clermont County

and UnitedHealthcare have the right to request this information at any reasonable time. This
applies to all Covered Persons, including enrolled Dependents whether or not they have
signed the Pactpant's enrolliment form. Clermont County and UnitedHealthcare agree that
such information and records will be considered confidential.

Clermont County and UnitedHealthcare have the right to release any and all records
concerning health care servicestwduie necessary to implement and administer the terms

of the Plan, for appropriate medical review or quality assessment, or as Clermont County is
required to do by law or regulation. During and after the term of the Plan, Clermont County
and UnitedHealthoa and its related entities may use and transfer the information gathered
under the Plan in a-identified format for commercial purposes, including research and
analytic purposes.

For complete listings of your medical records or billing statementsn€C(@oonaty
recommends that you contact your health care provider. Providers may charge you
reasonable fees to cover their costs for providing records or completing requested forms.

If you request medical forms or records from UnitedHealthcare, they atbangayou
reasonable fees to cover costs for completing the forms or providing the records.

In some cases, as permitted by law, Clermont County and UnitedHealthcare will designate
other persons or entities to request records or information from at tekabel, and to

release those records as necessary. UnitedHealthcare's designees have the same rights to this
information as does the Plan Administrator.
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Incentives to Providers

Network providers may be provided financial incentives by UnitedHealtpcaneote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are not intended to affect your access to health care.

Examples of financial incentives for Network providers are:

Yy Bonuses for performance based etofa that may include quality, member satisfaction,
and/or costeffectiveness.

Yy A practice called capitation which is when a group of Network providers receives a
monthly payment from UnitedHealthcare for each Covered Person who selects a
Network providewithin the group to perform or coordinate certain health services. The
Network providers receive this monthly payment regardless of whether the cost of
providing or arranging to provide the Covered Person's health care is less than or more
than the payment

If you have any questions regarding financial incentives you may contact the telephone
number on your ID card. You can ask whether your Network provider is paid by any
financial incentive, including those listed above; however, the specific terosntbitie
including rates of payment, are confidential and cannot be disclosed. In addition, you may
choose to discuss these financial incentives with your Network provider.

Incentives to You

Sometimes you may be offered coupons or other incentivesumgagmu to participate

in various wellness programs or certain disease management programs. The decision about
whether or not to participate is yours alone but Clermont County recommends that you
discuss participating in such programs with your PhyS$ioéese incentives are not Benefits

and do not alter or affect your Benefits. You may call the number on your ID card if you
have any questions. Additional information may be found in SeCliioic@| Programs and
Resources

Rebates and Other Payments

Clermont County and UnitedHealthcare may receive rebates for certain drugs that are
administered to you in a Physician's office, or at a Hospital or Alternate Facility. This
includes rebates for those drugs that are administered to you before you Aeetigour
Deductible. Clermont County and UnitedHealthcare do not pass these rebates on to you,
nor are they applied to your Annual Deductible or taken into account in determining your
Coinsurance.

Workers' Compensation Not Affected

Benefits provided undtdre Plan do not substitute for and do not affect any requirements
for coverage by workers' compensation insurance.
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Future of the Plan

Although the Company expects to continue the Plan indefinitely, it reserves the right to
discontinue, alter or modify tR&an in whole or in part, at any time and for any reason, at
its sole determination.

The Company's decision to terminate or amend a Plan may be due to changes in federal or
state laws governing employee benefits, the requirements of the Internal Rdeenue Co

any other reason. A plan change may transfer plan assets and debts to another plan or split a
plan into two or more parts. If the Company does change or terminate a plan, it may decide
to set up a different plan providing similar or different lbenefi

If this Plan is terminated, Covered Persons will not have the right to any other Benefits from
the Plan, other than for those claims incurred prior to the date of termination, or as
otherwise provided under the Plan. In addition, if the Plan is ant@odeed Persons

may be subject to altered coverage and Benefits.

The amount and form of any final benefit you receive will depend on any Plan document or
contract provisions affecting the Plan and Company decisions. After all Benefits have been
paid andther requirements of the law have been met, certain remaining Plan assets will be
turned over to the Company and others as may be required by any applicable law.

Plan Document

This Summary Plan Description (SPD) represents an overview of your Behefievdnt

there is a discrepancy between the SPD and the official plan document, the plan document
will govern. A copy of the plan document is available for your inspection during regular
business hours in the office of the Plan Administrator. You (quefsonal representative)

may obtain a copy of this document by written request to the Plan Administrator, for a
nominal charge.

Medicare Eligibility

Benefits under the Plan are not intended to supplement any coverage provided by Medicare.
Neverthelesspisome circumstances Covered Persons who are eligible for or enrolled in
Medicare may also be enrolled under the Plan.

If you are eligible for or enrolled in Medicare, please read the following information
carefully.

If you are eligible for Medicare orrianary basis (Medicare pays before Benefits under the
Plan), you should enroll in and maintain coverage under both Medicare Part A atid Part B
you don't enroll and maintain that coverage, and if the Plan is the secondary payer as
described in Sectid®,Coordination of Bertb&t®lan will pay Benefits under the Plan as if
you were covered under both Medicare Part A and.PesteBresult, you will be

responsible for the costs that Medicare would have paid and you will incur a-targer out
poclet cost.

If you are enrolled in a Medicare Advantage (Medicare Part C) plan on a primary basis
(Medicare pays before Benefits under the Plan), you should follow all rules of that plan that
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require you to seek services from that plan's participatingistddiden the Plan is the

secondary payer, the Plan will pay any Benefits available to you under the Plan as if you had
followed all rules of the Medicare Advantage plan. You will be responsible for any additional
costs or reduced Benefits that result fyoar failure to follow these rules, and you will

incur a larger owf-pocket cost.
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SECTION HM5LOSSARY

What this section includes:
Yy~ Definitions of terms used throughout this SPD.

Many of the terms used throughout this SPD may be unfamiliar to yoe ardpecific
meaning with regard to the way the Plan is administered and how Benefits are paid. This
section defines terms used throughout this SPD, but it does not describe the Benefits
provided by the Plan.

Addendum - any attached written descriptidmdditional or revised provisions to the

Plan. The benefits and exclusions of this SPD and any amendments thereto shall apply to
the Addendum except that in the case of any conflict between the Addendum and SPD
and/or Amendments to the SPD, the Addendhatl ¥e controlling.

Alternate Facility - a health care facility that is not a Hospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:

Yy~ Surgical services.
Yy~ Emergency Health Services.

Yy Rehabilitative, labatory, diagnostic or therapeutic services.

An Alternate Facility may also prowtkntal Healttservices or SubstariRelated and
Addictive DisordexServices on an outpatient basis or inpatient basis (for example a
Residential Treatment facility).

Amendment - any attached written description of additional or alternative provisions to the
Plan. Amendments are effective only when distributed by the Plan Sponsor or the Plan
Administrator. Amendments are subject to all conditions, limitations and excltisgons of
Plan, except for those that the amendment is specifically changing.

Annual Deductible (or Deductible)- the amount you must pay for Covered Health
Services in a calendar year before the Plan will begin paying Benefits in that calendar year.
The Dedudble is shown in the first table in SectidPl&n Highlights

Autism Spectrum Disorder- a condition marked by enduring problems communicating
and interacting with others, along with restricted and repetitive behavior, interests or
activities.

Benefits- Plan payments for Covered Health Services, suljjeettéoms and conditions
of the Plan and any Addendums and/or Amendments.

Cancer Resource Services (CRS3 program administered by UnitedHealthcare or its
affiliates made available to you by Clermont County. The CRS program provides:

Yy Specialized consaulji services, on a limited basis, to Participants and enrolled
Dependents with cancer.
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Yy Access to cancer centers with expertise in treating the most rare or complex cancers.

Yy Education to help patients understand their cancer and make informed decisions about
their care and course of treatment.

CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as United HealthCare) and its
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - ascientific study designed to identify new health services that improve
health outcomes. In a Clinical Trial, two or more treatments are compared to each other and
the patient is not allowed to choose which treatment will be received.

COBRA - see Consolidad Omnibus Budget Reconciliation Act of 1985 (COBRA).

Coinsurance- the charge, stated as a percentage of Eligible Expenses, that you are required
to pay for certain Covered Health Services as described in SEctoth®, Plan Works

Company- Clermon County.

Congenital Anomaly- a physical developmental defect that is present at birth and is
identified within the first twelve months of birth.

Congenital Heart Disease (CHD)- any structural heart problem or abnormality that has
been present since hirCongenital heart defects may:
Yy Be passed from a parent to a child (inherited).

Yy Develop in the fetus of a woman who has an infection or is exposed to radiation or
other toxic substances during her Pregnancy.

Yy~ Have no known cause.
Consolidated Omnibus Budgé Reconciliation Act of 1985 (COBRA) a federal law

that requires employers to offer continued health insurance coverage to certain employees
and their dependents whose group health insurance has been terminated.

Cosmetic Procedures procedures or sereg that change or improve appearance without
significantly improving physiological function, as determined by the Claims Administrator.

Cost-Effective - the least expensive equipment that performs the necessary function. This
term applies to Durable MediEguipment and prosthetic devices.

Covered Health Servicesthose health services, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:
Yy Medically Necessary.

Yy Described as a Covered Health ServicesiSBD under SectionPan Highligtated 6,
Additional Coverage Details
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Yy Provided to a Covered Person who meets the Plan's eligibility requirements, as described
underEligibilityn Section 2ntroduction

Y Not otherwise excluded in this SPD under Sectiexc8jsions and Limitations

Covered Person either the Partigant or an enrolled Dependent, but this term applies
only while the person is enrolled and eligible for Benefits under the Plan. References to
"you" and "your" throughout this SPD are references to a Covered Person.

CRS- see Cancer Resource Services (CRS)
Custodial Care- services that are any of the following:

Yy Non-healthrelated services, such as assistance in activities of daily living (examples
include feeding, dressing, bathing, transferring and ambulating).

Yy Healthrelated services that are providedHe primary purpose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
services are considered to be skilled services), as opposed to improving that function to
an extent that might allow for a moreejmehdent existence.

Yy Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively.

Deductible - see Annual Deductible.

Dependent- an individual who meets the eligibility requiremerdsisgen the Plan, as
described undéligibilityn Section AntroductioA Dependent does not include anyone
who is also enrolled as a Participgémtone can be a Dependent of more than one
Participant.

Designated Network Benefits- for Benefit fpans that have a Designated Network Benefit
level, this is the description of how Benefits are paid for the Covered Health Services
provided by a Physician or other provider that the Claims Administrator has identified as
Designated Network providers. RéteSection Flan Highlights determine whether or

not your Benefit plan offers Designated Network Benefits and for details about how
Designated Network Benefits apply.

Designated Provider- a provider and/or facility that:

Yy Has entered into an agregmwith the Claims Administrator, or with an organization
contracting on the Claims Administrator's behalf, to provide Covered Health Services
for the treatment of specific diseases or conditions; or

Yy The Claims Administrator has identified through then€Rdministrator's designation
programs as a Designated Provider. Such designation may apply to specific treatments,
conditions and/or procedures.

A Designated Provider may or may not be located within your geographic area. Not all
Network Hospitals or Ne/ork Physicians are Designated Providers.
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You can find out if your provider is a Designated Provider by contacting the Claims
Administrator atvww.myuhc.comor the telephone number on your ID card.

Designated Virtual Network Provider- a provider or faéil that has entered into an
agreement with UnitedHealthcare, or with an organization contracting on

UnitedHealthcare's behalf, to deliver Covered Health Services via interactive audio and video

modalities.
DME - see Durable Medical Equipment (DME).

Domiciliary Care- living arrangements designed to meet the needs of people who cannot
live independently but do not require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment that is all of the following:

Is used to serve aegtical purpose with respect to treatment of a Sickness, Injury or their
symptoms.

Is not disposable.

Can withstand repeated use.

<SS S

Is not implantable within the body.

Yy Is appropriate for use, and is primarily used, within the home.

Eligible Expenses- for Covered Health Services, incurred while the Plan is in effect,
Eligible Expenses are determined by UnitedHealthcare as stated below and as detailed in
Section 3How e Plan Works

Eligible Expenses are determined solely in accordance with UnitedHealthcare's
reimbursement policy guidelines. UnitedHealthcare develops the reimbursement policy
guidelines, in UnitedHealthcare's discretion, following evaluation andrvafiaati

provider billings in accordance with one or more of the following methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/or the Centers for&adda
Medicaid Services (CMS).

As reported by generally recognized professionals or publications.

<

Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate source or determination that UnitedHagdtlaccept.

Emergency- a medical condition manifesting itself by acute symptoms of sufficient severity

Is generally not useful to a person in the absence of a Sickness, Injury or their symptoms.

(including severe pain) so that a prudent layperson, who possesses an average knowledge of

health and medicine, could reasonably expect the absemoediate medical attention to
result in any of the following:
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Yy Placing the health of the Covered Person (or, with respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy.

Yy Serious impairment to bodily functions.

Yy Seriouslysfunction of any bodily organ or part.
Emergency Health Services with respect to an Emergency, both of the following:

Yy A medical screening examination (as required under $86#asf the Social Security Act,
42 U.S.C. 1395dtat is within the cap#iby of the emergency department of a
Hospital, including ancillary services routinely available to the emergency department to
evaluate such Emergency.

Yy Such further medical examination and treatment, to the extent they are within the
capabilities of thetaff and facilities available at the Hospital, as are required under
sectionl867 of the Social Security Act (42 U.S.C. 1395dd(e)(3)).

Employee Retirement Income Security Act of 1974 (ERISA}he federal legislation that
regulates retirement and emplayekare benefit programs maintained by employers and
unions.

Employer - Clermont County.
EOB - see Explanation of Benefits (EOB).
ERISA - seeEmployee Retirement Income Security Act of 1974 (ERISA)

Experimental or Investigational Services medical, surgal, diagnostic, psychiatric,

Mental HealthSubstanc®elated and Addictive Disorderother health care services,
technologies, supplies, treatments, procedures, drug therapies, medications or devices that, at
the time the Claims Administrator make®&termination regarding coverage in a particular

case, are determined to be any of the following:

Yy Not approved by the.S. Food and Drug Administration {@&bé)awfully marketed
for the proposed use and not identified inAtmerican Hospital Forp&earvioethe
United States Pharmacopoeia Dispensingénppnapioate for the proposed use.

Yy Subject to review and approval by any institutional review board for the proposed use.
(Devices which afeDA approved under tHdumanitarian Use Baemption are not
considered to be Experimental or Investigational.)

Yy The subject of an ongoing Clinical Trial that meets the definition of a Phase I, 1l or I
Clinical Trial set forth in tHeDA regulations, regardless of whether the trial is actually
subject td~DA oversight.

Exceptions:

y  Clinical Trials for which Benefits are available as describe@limdalr Trials Section
6, Additional Coverage Details
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Yy If you are not a participant in a qualifying Clinical Trial as described under Section 6,
Additional Coverage Datallsave a Sickness or condition that is likely to cause death
within one year of the request for treatment, the Claims Adminisiagtaat its
discretion, consider an otherwise Experimental or Investigational Service to be a
Covered Health Service for that Sickness or condition. Prior to such consideration, the
Claims Administratonust determine that, although unproven, the sdrag
significant potential as an effective treatment for that Sickness or condition.

Explanation of Benefits (EOB)- a statement provided by UnitedHealthcare to you, your
Physician, or another health care professional that explains:

Yy The Benefits providgd any).

<SS NS

The allowable reimbursement amounts.
Deductibles.

Coinsurance.

Any other reductions taken.

The net amount paid by the Plan.

The reason(s) why the service or supply was not covered by the Plan.

Freestanding Facility- an outpatient, diagnosticambulatory center or independent
laboratory which performs services and submits claims separately from a Hospital.

Gender Dysphoria- A disorder characterized by the following diagnostic criteria classified
in the current edition of tH&iagnostic andiSiaal Manual of the American Psychiatric
Association:

y* Diagnostic criteria for adults and adolescents:

A marked incongruence between one's experienced/expressed gender and assigned

gender, of at least six months' duration, as manifested by at leasgteéwo of

following:

" A marked incongruence between one's experienced/expressed gender and
primary and/or secondary sex characteristics (or in young adolescents, the
anticipated secondary sex characteristics).

A strong desire to be rid of one's primary andforsgary sex characteristics
because of a marked incongruence with one's experienced/expressed gender or
in young adolescents, a desire to prevent the development of the anticipated
secondary sex characteristics).

A strong desire for the primary and/or setayy sex characteristics of the other
gender.

A strong desire to be of the other gender (or some alternative gender different
from one's assigned gender).

A strong desire to be treated as the other gender (or some alternative gender
different from one'ssaigned gender).
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A strong conviction that one has the typical feelings and reactions of the other
gender (or some alternative gender different from one's assigned gender).
- The condition is associated with clinically significant distress or impairneal, in so
occupational or other important areas of functioning.

y* Diagnostic criteria for children:

- A marked incongruence between one's experienced/expressed gender and assigned
gender, of at least six months' duration, as manifested by at least six afitig follo
(one of which must be criterion as shown in the first bullet below):

A strong desire to be of the other gender or an insistence that one is the other
gender (or some alternative gender different from one's assigned gender).
In boys (assigned gendar3trong preference for craksssing or simulating
female attire; or in girls (assigned gender), a strong preference for wearing only
typical masculine clothing and a strong resistance to the wearing of typical
feminine clothing.
A strong preference forossgender roles in makelieve play or fantasy play.
A strong preference for the toys, games or activities stereotypically used or
engaged in by the other gender.
A strong preference for playmates of the other gender.
In boys (assigned gender), a gtrefection of typically masculine toys, games
and activities and a strong avoidance of randtumble play; or in girls
(assigned gender), a strong rejection of typically feminine toys, games and
activities.
A strong dislike of ones' sexual anatomy.
A dgrong desire for the primary and/or secondary sex characteristics that match
one's experienced gender.

y' The condition is associated with clinically significant distress or impairment in social,

school or other important areas of functioning.

Genetic Testing- examination of blood or other tissue for chromosomal and DNA
abnormalities and alterations, or other expressions of gene abnormalities that may indicate
an increased risk for developing a specific disease or disorder.

Health Statement(s)- a single, iegrated statement that summarizes EOB information by
providing detailed content on account balances and claim activity.

Home Health Agency- a program or organization authorized by law to provide health
care services in the home.

Hospital - an institutionpperated as required by law and that meets both of the following:

y Itis primarily engaged in providing health services, on an inpatient basis, for the acute
care and treatment of sick or injured individuals. Care is provided through medical,
Mental HealthSubstancdrelated anédddictiveDisorders, diagnostic and surgical
facilities, by or under the supervision of a staff of Physicians.

y It has 24hour nursing services.
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A Hospital is not primarily a place for rest, Custodial Care or care of the agsat and is
nursing home, convalescent home or similar institution.

Hospital-based Facility- an outpatient facility that performs services and submits claims
as part of a Hospital.

Injury - bodily damage other than Sickness, including all related conditrecsraedt
symptoms.

Inpatient Rehabilitation Facility - a long term acute rehabilitation center, a Hospital (or a
special unit of a Hospital designated as an Inpatient Rehabilitation Facility) that provides
rehabilitation services (including physicaplyeoccupational therapy and/or speech
therapy) on an inpatient basis, as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nursing Facility or Inpatient Rehabilitation Facility.

Intensive Behavioral Therapy (IBT) - outpatient behavioral/educational services that aim

to reinforce adaptive behaviors, reduce maladaptive behaviors and improve the mastery of
functional age appropriate skills in people with Autism Spectrum Disorders. Examples
indudeApplied Behavior Analysis (AB&)enver ModehdRelationship Development
Intervention (RDI)

Intensive Outpatient Treatment- a structured outpatieltental Healtlor Substance
Related and Addictive Disordesatment program that may be fi@eding or Hospital
based and provides services for at least three hours per day, two or more days per week.

Intermittent Care - skilled nursing care that is provided or needed either:

Yy Fewer than seven days each week.

y' Fewer than eight hours each day fapgs of 21 days or less.

Exceptions may be made in special circumstances when the need for additional care is finite
and predictable.

Kidney Resource Services (KRSh program administered by UnitedHealthcare or its
affiliates made available to you leyr@nt County. The KRS program provides:

Yy Specialized consulting services to Participants and enrolled Dependents with ESRD or
chronic kidney disease.
Yy Access to dialysis centers with expertise in treating kidney disease.

Yy Guidance for the patient on the prédsed plan of care.

Manipulative Treatment- the therapeutic application of chiropractic and/or osteopathic
manipulative treatment with or without ancillary physiologic treatment and/or rehabilitative
methods rendered to restore/improve motion, reduneapdiimprove function in the
management of an identifiable neuromusculoskeletal condition.
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Medicaid - a federal program administered and operated individually by participating state
and territorial governments that provides medical benefits to elgibleolme people
needing health care. The federal and state governments share the program's costs.

Medically Necessary- health care services provided for the purpose of preventing,
evaluating, diagnosing or treating a Sickness, Injury, MentaSlibszss;eRelated and
Addictive Dsorders, condition, disease or its symptoms, that are all of the following as
determined by the Claims Administrator or its designee, within the Claims Administrator's
sole discretion. The services must be:

Yy In accordance witBenerally Accepted Standards of Medical Practice.

y  Clinically appropriate, in terms of type, frequency, extent, site and duration, and
considered effective for your Sickness, Injury, Mental IBnlestgncdrelated and
AddictiveDisorders, disease orsygnptoms.

<,

Not mainly for your convenience or that of your doctor or other health care provider.

<,

Not more costly than an alternative drug, service(s) or supply that is at least as likely to
produce equivalent therapeutic or diagnostic results as torbsisgliagtreatment of
your Sickness, Injury, disease or symptoms.

Generally Accepted Standards of Medaral Reantarels that are based on credible scientific
evidence published in peeviewed medical literature generally recognized by that releva
medical community, relying primarily on controlled clinical trials, or, if not available,
observational studies from more than one institution that suggest a causal relationship
between the service or treatment and health outcomes.

If no credible scietlfic evidence is available, then standards that are based on Physician
specialty society recommendations or professional standards of care may be considered. The
Claims Administrator reserves the right to consult expert opinion in determining whether
healh care services are Medically Necessary. The decision to apply Physician specialty
society recommendations, the choice of expert and the determination of when to use any
such expert opinion, shall be within the Claims Administrator's sole discretion.

The Gaims Administrator develops and maintains clinical policies that desGédrethy
Accepted Standards of Medicadreatificeevidence, prevailing medical standards and
clinical guidelines supporting its determinations regarding speaifis.sEngse clinical
policies (as developed by the Claims Administrator and revised from time to time), are
available to Covered Personsvarw.myuhc.comor by calling the number on your ID
card, and to Physicians and other health care professionals on
www.UnitedHealthcareOnline.com

Medicare- Parts A, B, C and D of the insurance program established by Titld)d\éid,
States Social SecurjtgsAotended by 42 U.S.C. Sections 1394, et seq. and as later amended.

Mental Health Services Covered Health Services for the diagnosis and treatment of
Mental llinesses listed in the curi@aignostic and Statistical Manual of the American Psychiatric
Assaation
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Mental Health/ SubstanceRelated and Addictive DisorderdAdministrator - the
organization or individual designated by Clermont County who provides or Eieatejes
HealthServices and Substaiedated and Addictive Disorsi€ervices under theaRl

Mental lliness - Mental Healtlor psychiatric diagnostic categories listed in the current
Diagnostic and Statistical Manual of the American Psychiatric Association

Network - when used to describe a provider of health care services, this mearer a provid
that has a participation agreement in effect (either directly or indirectly) with the Claims
Administrator or with its affiliate to participate in the Network; however, this does not
include those providers who have agreed to discount their chatge®fed Health

Services by way of their participation in the Shared Savings Program. The Claims
Administrator's affiliates are those entities affiliated with the Claims Administrator through
common ownership or control with the Claims Administrator otheitGlaims

Administrator's ultimate corporate parent, including direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certain Covered Health Services,
but not all Covered Health Services, or to be a Network providahyfaome products. In

this case, the provider will be a Network provider for the Covered Health Services and
products included in the participation agreement, andNetwark provider for other

Covered Health Services and products. The participatisno$taroviders will change

from time to time.

Network Benefits - for Benefit Plans that have a Network Benefit level, this is the
description of how Benefits are paid for Covered Health Services provided by Network
providers. Refer to SectiorPf&an Hilglightto determine whether or not your Benefit plan
offers Network Benefits and Sectiohl@w the Plan Woffks details about how Network
Benefits apply.

Non-Network Benefits - for Benefit Plans that have a Ngatwork Benefit level, this is
the desdption of how Benefits are paid for Covered Health Services provided by non
Network providers. Refer to SectioRPln Highlightsdetermine whether or not your
Benefit plan offers NeNetwork Benefits and SectiorHdw the Plan Worfks details
abou how NonNetwork Benefits apply.

Open Enrollment - the period of time, determined by Clermont County, during which
eligible Participants may enroll themselves and their Dependents under the Plan. Clermont
County determines the period of time that is {en@nroliment period.

Out-of-Pocket Maximum - for Benefit plans that have an @iHPocket Maximum, this is
the maximum amount you pay every calendar year. Refer to Selziohlighlights the
Out-of-Pocket Maximum amount. See Sectiblo®, the &h Workkr a description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospilhésed program and that provides services for at least 20 hours per
week.
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Participant - a fulltime Participant of the Employer who meets the eligibility requirements
specified in the Plan, as described uglagbilityn Section AntroductioA Participant
must live and/or work in the United States.

Personal Health Support programs provided by the Claims Administrator that focus on
prevention, education, and closing the gaps in care designed to encourage an efficient system
of care for you and your covered Dependents.

Personal Health Support Nurse the primary nurse that WeilHealthcare may assign to

you if you have a chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, this nurse will call you to assess your progress and provide you with
information and education.

Pharmaceutical Produg(s) - U.S. Food and Drug Administration-@pp)yved

prescription pharmaceutical products administered in connection with a Covered Health
Service by a Physician or other health care provider within the scope of the provider's
license, and not otherwesecluded under the Plan.

Physician- anyDoctor of MedicinBoctor of Osteopaltiayis properly licensed and
qualified by law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optometnest provider

who acts within the scopthas or her license will be considered on the same basis as a
Physician. The fact that a provider is described as a Physician does not mean that Benefits
for services from that provider are available to you under the Plan.

Plan - The Clermont County MedicPlan.

Plan Administrator - Clermont County or its designee.
Plan Sponsor Clermont County.

Pregnancy- includes all of the following:

y' Prenatal care.

y' Postnatal care.

y  Childbirth.

Yy Any complications associated with the above.

Prescription Drug List (PDL) M anagement Committee- the committee that
UnitedHealthcare designates for, among other responsibilities, classifying Pharmaceutical
Products into specific tiers.

Private Duty Nursing - nursing care that is provided to a patient on-toemee basis by
licensed nurses in an inpatient or a home setting when any of the following are true:

Yy No skilled services are identified.
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<,

Skilled nursing resources are available in the facility.

<,

The skilled care can be provided by a Home Health Agency on a per visitbasis for
specific purpose.

Yy The service is provided to a Covered Person by an independent nurse who is hired
directly by the Covered Person or his/her family. This includes nursing services provided
on an inpatient or a horsare basis, whether the servicellsesgkir norskilled
independent nursing.

Reconstructive Procedure a procedure performed to address a physical impairment

where the expected outcome is restored or improved function. The primary purpose of a
Reconstructive Procedure is either to treatdicad condition or to improve or restore
physiologic function. Reconstructive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the
procedure is not changed or improbplaysical appearance. The fact that a person may

suffer psychologically as a result of the impairment does not classify surgery or any other
procedure done to relieve the impairment as a Reconstructive Procedure.

Residential Treatment- treatment in a féity which provideMental HealttServices or
Substanc®elated and Addictive Disord8exvices treatment. The facility meets all of the
following requirements:

Yy ltis established and operated in accordance with applicable state law for Residential
Treatnent programs.

y It provides a program of treatment under the active participation and direction of a
Physician and approved by thental HealthSubstanc&®elated and Addictive
DisordersServices Administrator.

y It has or maintains a written, specific angildettreatment program requiring-tiaile
residence and fdlme participation by the patient.

y It provides at least the following basic services th@u2fer day, structured milieu:

Room and board.

Evaluation and diagnosis.

Counseling.

Referral andrientation to specialized community resources.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

Semiprivate Room- a room with two or more beds. When an Inpatient Stay in-a Semi
private Room is a Covered Health iSerthe difference in cost between a-Beawate

Room and a private room is a benefit only when a private room is necessary in terms of
generally accepted medical practice, or when-pri@mei Room is not available.

Shared Savings Programa progranin which UnitedHealthcare may obtain a discount to
a nonNetwork provider's billed charges. This discount is usually based on a schedule
previously agreed to by the fid@twork provider. When this happens, you may experience
lower outof-pocket amounts. &1 coinsurance and deductibles would still apply to the
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reduced charge. Sometimes Plan provisions or administrative practices conflict with the
scheduled rate, and a different rate is determined by UnitedHealthcare. In this case the non
Network provider mabill you for the difference between the billed amount and the rate
determined by UnitedHealthcare. If this happens you should call the number on your ID
Card. Shared Savings Program providers are not Network providers and are not credentialed
by UnitedHalthcare.

Sickness- physical iliness, disease or Pregnancy. The term Sickness as used in this SPD
includes Mental lliness BubstancRelatecandAddictive Disordersegardless of the
cause or origin of the Mental lllnesS.dystancdrelated anéddicive Disorder.

Skilled Care- skilled nursing, teaching, and rehabilitation services when:

Yy They are delivered or supervised by licensed technical or professional medical personnel
in order to obtain the specified medical outcome and provide for thefgatety o
patient.

A Physician orders them.

They are not delivered for the purpose of assisting with activities of daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.

They require clinical training in order to be deliwarfety and effectively.

<SS

They are not Custodial Care, as defined in this section.

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as
required by law. A Skilled Nursing Facility that is part of a Hospital is corsBldhied
Nursing Facility for purposes of the Plan.

Spouse- an individual to whom you are legally married

SubstanceRelated and Additive Disorder ServicesCovered Health Services for the

diagnosis and treatment of alcoholismSantanc®elated and Addictive Disorddrat

are listed in the curreldtagndis and Statistical Manual of the American Psychiatric Association
unless those services are specifically excluded. The fact that a disorder is listed in the
Diagnostic and Statistical Manual of the American PsychidtresAsdoniedionhat

treament of the disorder is a Covered Health Service.

Transitional Living - Mental Health &vices an8ubstancdrelated andddictive
Disordes Services that are provided through facilities, group homes and supervised
apartments that provide-Bdur supervien that are either:

Yy Sober living arrangements such asfdeeghousing or alcohol/drug halfway houses.
These are transitional, supervised living arrangements that provide stable and safe
housing, an alcohol/drifgee environment and support for recov&rgober living
arrangement may be utilized as an adjunct to ambulatory treatment when treatment
doesn't offer the intensity and structure needed to assist the Covered Person with
recovery.
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Yy Supervised living arrangements which are residences sudieas gaciup homes and
supervised apartments that provide members with stable and safe housing and the
opportunity to learn how to manage their activities of daily living. Supervised living
arrangements may be utilized as an adjunct to treatment whemtreéadsn't offer
the intensity and structure needed to assist the Covered Person with recovery.

Unproven Services health services, including medications that are determined not to be
effective for treatment of the medical condition and/or not to haeweedicial effect on

health outcomes due to insufficient and inadequate clinical evidence fcomdwetéed
randomized controlled trials or cohort studies in the prevailing publishedipaerd

medical literature.

Yy~ Wellconducted randomized controltedls are two or more treatments compared to
each other, with the patient not being allowed to choose which treatment is received.

Yy~ Wellconducted cohort studies from more than one institution are studies in which
patients who receive study treatment@arpared to a group of patients who receive
standard therapy. The comparison group must be nearly identical to the study treatment

group.

UnitedHealthcare has a process by which it compiles and reviews clinical evidence with
respect to certain health seggid=rom time to time, UnitedHealthcare issues medical and

drug policies that describe the clinical evidence available with respect to specific health care
services. These medical and drug policies are subject to change without prior notice. You can
view hese policies atww.myuhc.com

Please note:

y  If you have a life threatening Sickness or condition (one that is likely to cause death
within one year of the request for treatment), UnitedHealthagrat its discretion,
consider an otherwise Unprovem/&e to be a Covered Health Service for that
Sickness or condition. Prior to such a consideration, UnitedHeatthstfiest
establish that there is sufficient evidence to conclude that, albeit unproven, the service
has significant potential as aeaive treatment for that Sickness or condition.

Urgent Care- Care that requires prompt attention to avoid adverse consequences, but does
not pose an immediate threat to a person's life. Urgent care is usually deliverenhin a walk
setting and without appointment. Urgent care facilities are a location, distinct from a
hospital emergency department, an office or a clinic. The purpose is to diagnose and treat
illness or injury for unscheduled, ambulatory patients seeking immediate medical attention.

Urgent Care Center- a facility that provides Covered Health Services that are required to
prevent serious deterioration of your health, and that are required as a result of an
unforeseen Sickness, Injury, or the onset of acute or severe symptoms.
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ATTACHMENTHEALTH CARE REFORM ICES

Patient Protection and Affordable Care Act ("PPACA")

Patient Protection Notices

The Claims Administrator generally allows the designation of a primary care provider. You
have the right to designate any primary care protidgrarticipates in the Claims
Administrator's network and who is available to accept you or your family members. For
information on how to select a primary care provider, and for a list of the participating
primary care providers, contact the Claims Astnaitor at the number on the back of your

ID card.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from the Claims Administrator or from any other

person (including a primary care providesjder to obtain access to obstetrical or
gynecological care from a health care professional in the Claims Administrator's network
who specializes in obstetrics or gynecology. The health care professional, however, may be
required to comply with certairocedures, including obtaining prior authorization for

certain services, following a-ppproved treatment plan, or procedures for making referrals.
For a list of participating health care professionals who specialize in obstetrics or
gynecology, contatte Claims Administrator at the number on the back of your ID card.
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ATTACHMENT-UEGAL NOTICES

Women's Health and Cancer Rights Act of 1998

As required by th&/omen's Health and Cancer Rights Acthef RR@8provides Benefits

under the Plan fanastectomy, including reconstruction and surgery to achieve symmetry
between the breasts, prostheses, and complications resulting from a mastectomy (including
lymphedema).

If you are receiving Benefits in connection with a mastectomy, Benefits aveidésbfpr
the following Covered Health Services, as you determine appropriate with your attending
Physician:

Yy All stages of reconstruction of the breast on which the mastectomy was performed.
Yy Surgery and reconstruction of the other breast to produce atsgaimppearance.

Yy Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.

The amount you must pay for such Covered Health Services (including Copayments and any
Annual Deductible) are the same as are required fahanZovered Health Service.
Limitations on Benefits are the same as for any other Covered Health Service.

Statement of Rights under the Newborns' and Mothers' Health Protection Act

Under Federal law, group health Plans and health insurance issugrgraffgrinealth
insurance coverage generally may not restrict Benefits for any Hospital length of stay in
connection with childbirth for the mother or newborn child to less than 48 hours following
a vaginal delivery, or less than 96 hours following aydeyiv@sarean section. However,

the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician,
nurse midwife, or physician assistant), after consultation with the mother, discharges the
mother or newborn earlier.

Also, undeFederal law, plans and issuers may not set the level of Benefibé-pocket
costs so that any later portion of thénd8r (or 9énhour) stay is treated in a manner less
favorable to the mother or newborn than any earlier portion of the stay.

In addtion, a plan or issuer may not, under Federal law, require that a physician or other
health care provider obtain authorization for prescribing a length of stay of up to 48 hours
(or 96 hours). However, to use certain providers or facilities, or toyatumeatof-pocket

costs, you may be required to obtain prior authorization or notify the Claims Administrator.
For information on notification or prior authorization, contact your issuer.
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ATTACHMENTAINONDISCRIMINATIONDACCESSIBILITY
REQUIREMENTS

When the Plan uses the words "Claims Administrator” in this Attachment, it is a reference to
United Healthcare, Inc., on behalf of itself and its affiliated companies.

The Claims Administrator on behalf of itself and its affiliated companies complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. UnitedHealthcare does not exclude people or treat
them differently because of race, color, national origin, agetydisabgix.

The Claims Administrator provides free aids and services to people with disabilities to
communicate effectively with us, such as:

Yy Qualified sign language interpreters

Yy Written information in other formats (large print, audio, accessible ieléotroats,
other formats)

Yy Provides free language services to people whose primary language is not English, such
as: Qualified interpreters

Yy Information written in other languages

If you need these services, please call Hieéothember number on yowaith plan ID
card, TTY 711 or the Plan Sponsor.

If you believe that the Claims Administrator has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or
sex, you can file a griegarn writing by mail or email with the Civil Rights Coordinator
identified below. A grievance must be sent within 60 calendar days of the date that you
become aware of the discriminatory action and contain the name and address of the person
filing it alory with the problem and the requested remedy.

A written decision will be sent to you within 30 calendar days. If you disagree with the
decision, you may file an appeal within 15 calendar days of receiving the decision.

Claims Administrator
Civil Rights Coordinator

United HealthCare Services, Inc. Civil Rights Coordinator

UnitedHealthcare Civil Rights Grievance

P.O. Box 30608

Salt Lake City, UT 84130

The tolHree member phone number listed on your health plan ID card, TTY 711

If you need help filing a graence, the Civil Rights Coordinator identified above is available
to help you.
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You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complainforms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Tolfree 18003681019, 8083 %7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room
509F, HHH Building Washington, D.C. 20201
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ATTACHMENVO GETTING HELP IN ORHRANGUAGES OR FOR®IA

You have the right to get help and information in your language at no cost. To request an
interpreter, call the tdllee member phone number listed on your health plan ID card, press
0. TTY 711.

This lette is also available in other formats like large print. To request the document in
another format, please call thefte member phone number listed on your health plan ID
card, press 0. TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

LanguageD Translated-TaglinesD

1+ Albanian® | Jukenité-drejté t€ mermi ndihmeé -dhe informacion-falas né-gjuhén-
tuaj. Pérté-kérkuarnjé pérkthyes, telefononi né numrin-qé gjendetné-
karténe planittuajshéndetésor, shtvpni 0. TTY 711.0

T+ Armharico PA-TPF-NEf IETEF ACE G -00LE £07] 11 001 -Ad T o Al CATLL -
AT AP AT (S -TAT -0 @£ PF AL D (12 0o c-flévh -
PO LA T 0T B ke T LY 7115

3 Arahicd oo el ‘\,'?'J_?EP?JL‘ Lol 2 :'5-:.‘1.?4. tu:':-;;_g;--*-':":-.'_Ln_g:na.n::|_g-'SJ:-' .Q'I.‘_.__'u:, i 'I.‘--.__i._-:,__,__',l__'p]_'I
- L] o R o | - | IO St -+ | SN cualle olizae - | Uzl a8 w
B i T e P elian i, pals e

Yo gaill-iigll- 0o ol STTY 711-(0

4~ Armenian® | Bupqumbhs upmhwhebym -hunhup, -quiqubwpk p-Qkp-
wnnneuuuhmljui-dpugnh-huphmpub (ID) nnmduh-Jpw-
o] ws-win]&up- Uhunlikph-hkpwunuwhwdwpn, ubndk p-

0CTTY711m
5+ Bantu- Urafise uburenganzira bwe kuronka ubufasha n'amakur mu rodms -
Kimundi® rwvawe Eubuntu. Kugira usabe umusemuzi, hamagara inomero-va-

telephone v'ubuntu yvagenewe abanywanyi i ku rutonde ku-
Earangamuntu ¥ umugambi wawe wubuzima, fronda 0. TTY 7110

G+ Bisavan- Aduna EavEatunged nga mangavoog-tabangugimpormasyon-sa-
Wisavan- imoeng-lengguwahe nga walav bavad. Aronmehangyvo-og-tighubad, -
(Cebuano) T | tawagsa toll-free nga numero-sa-teleponosa mivembro-nga nakalista-

saimong ID-kEardsa plancsa panglawas, pindotaang ). TTY 7110

7 -+ Bengali- AT - S - N, - S - S A eea - [ Fe- 3w eeE - 4 Fh-
Bangala®
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3.+ Burmesed @Wpﬁsux&u@:ﬁ E‘Ezmamm:@@ :m?a:é‘?ﬁ n}m&n:ﬂ(ﬁmﬁ.ﬁj
oc§ER: wpSobmgbmonibngd oomfiobeembabofodogfnaqeoleos
cocgoedemnobiobipianogcasedediSEialodabfs 0 0386 TTY 711

9+ Cambodian- | Fesmlen” Beiin e T mmanmmagn e el S dEToTn T e it zr‘."q'.?m nimmramnEn”
Mon- Sz mimi nedan I i BT TN sERA mEE 0.-TTY-T11Z
Khmer

104Cherokee= | 8- D40 PP ICZP. I 1460 I EALOBW it GTP AL FRAJAAT-
ACOAJIIBAAIT, olF0vcOL-0. TTY 7111

114Chinesen | SFEFREBLLEREESIEITIHE. B —UilES,
R TR EE 8 F LARTEE 8 TS BT
0. BHRESHEERERW 7110

12+Choctaw? | Chim-anumpa va, apela micha nana aiimma vwinanaivli kevuohoish-
1sha hinla vt chim-aiivlhpesa. Tosheoli va asilhha chi hokmvtchi-
achukmaka holissokalloiskitiniva tvliaianumpulihelhtena va tbai-
achvifayvtpehpilahoishipayachad-ombetipa. TTY 7110

13 +Cushite- Kaffaltimaleafaankeessamm odeeffannoofi deeggarsa argachuunf-
Oromot mirga ni-gabdu. Turjumaana gaafachuufis sarara bilbilaa kan bilisaa-
waragaa eenvummas karoora favvaa keerratti tarreefame bilbiluun, 0-
tugl. TTY 7112
14 +Dutcho Uheeft-hetrecht-om hulp-eninformatie inuw-taal te krjgen zonder-

Eosten. Omeen-tolkaan te vragen, bel-ons gratis nummer-die u-opuw-
ziekteverzekenngskaart treft, drokop 0. TTY 7113

153 4French™ Vous-avezledroitd'obtenir-gratuitement-de 1'aide etdes-
renseignements dans-votre lanpue. Pour-demandera pader-aun-
interprete, appelez e numeéro-de-telephone sans frais-fgurant sur-
votre carte d’affilie du régime -de soins de-santéetappuvezsurla-
touche 0.-ATS-711.10

16 #+French- Ou gen-dwa poujwenned-akenfomasyonnanlang-natifnatal ou-
Creocle- gratis. Pou-mande yon-entépret, rele nimewo-gratis manm-lan ki-
Haitian- endikesoukatIDplan-sante ou, peze 0. TTY 7112
Creole™

17 +Germant Siehaben-das Recht kostenlose Hilfe und Informationen-in Threr-

Sprache zu-erthalten. Um-einen Dolmetscher-anzufordermn, rafen-5Sie-
die gebihrenfreie Nummer-auf Threr-Krankenversicherungskarte®n-
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und-drickenSiedie-0. TTY 7112

18 4GreekD EyeteTo-Brralwpo va hieBete BorBeia vt Thypopoples 0Ty Y AWooL Tus-
ywolsyoewar). T ve Toste Sleppnven, %l eote To Bwpsiv-uolBuo-
mhepwvon Tou Bplovetal TNV ¥pT Pehouc uowahiong, TatnowE 0. -
TIY- 7110

194Gujantit | qua {@otl YA HEE-wA-clH Tl B dl- Ana el w @ s-

& @eeufda e [dedl-s2al, -dul-de el TD-515- uedl-y2AluiiE--
2led-gl- MR- glet-ole42-GuUz- 8let- 520, -0-eellell - TTY 7110

20 +HawaianD

He pono-ke kokua-"ana-akuii-'oe ma-ka maopopo- ana-okéia-‘ikema-
loko-okiu-olelopono 1-me kauku-ole-‘ana +

E kama‘ilio- oe me kekahi kanaka unuhi, e kdhea i ka helukelepona-
kiki-olema koukileka olakine,aekaomiikaheluQ. TTY 711.0

21 +Hindid

Y91 - AT STH-H e Ua - eehil T e Ao - ol AT -
& - TR T3 e - & T3, 319e-Eey-oaer 1D 8- 1 g das e
W-wa- 9 He-y, 0 gad T TY 7118

22 +HmongH

Koj muaj cai taukev pabthiab-tau cov ntaubntawv sauua ko hom-
lus pub-dawh. Yogzav-tauibtugneeg-txzhais, hu tus zov-too) rautswv
cuabhu-dawb-uas saumua) nvob ntawm koj daim-vua) themngi kho-
mob, nas 0. TTY - 711.2

23 4Ibod

Inwereikike inweta envemaka nakwa imuta asusu gi n’efon’akwuoghi-
ugwo. Maka ikpotum -onve nsughan -okwu, kpoo-akara ekwenti nke di-
nakwukwo njirimara pi nke emere maka ahuike pj, pia-0. TTY-711.1

24 4Tlocanc™

Adda karbengam nga makaala i tulongEenimpormasyon 1t
pagsasacmnga libre. Tapno-agdawatiti mavsangaagipataras, -
tumawagiti toll-free nga numerc-ti telepono nga para kadagiti kameng-
nganakalistaavan 11D card mo-para -t plano-t salun-at, ipindut 0. -
TTY 711o

23 aIndonesian™

Anda-berthak untuk mendapatkan bantuan-daninformasi-dalam-
bahasza-Anda tanpa dikenakan biava. Untuk meminta bantuan-
penerjemah, hubung nomor-telepon-anggota, bebas pulsa, vang:
tercantumpada kartuID rencana Eesehatan-Anda, tekan 0. TTY 71180

26altalian™

Haidl-diritto-di-ottenere aiuto e informazioni nella tua lingua-
gratuitamente. Perrichiedere uninterprete, chiama il numero-
telefonico verde indicatosulla tua tessera 1dentificativa del piano-
sanitarioe premi-lo-0. Dispositivi pernon-udenti/TTY: 7110
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274Japanese™ | THBEOEB TR FEFTEY, BEEAFLENT S
ZENTEST, B3 A, BRE THEOES
3. BET T OID

H— Fllgdg Ty a A —HO 7 —H 7 YL ETEH
TEOLE, oL T I, TIWVERAESIT 11T,

28 Karen

29sKorean® | AT =L 2-EH &5 HHZ B E-RHEl o] HE -
GeHel Pkl sU Tt - EY9AE -2 d T - A=A 5k -
EHIDAIEN Y -FE-EH-AEH T 2 -AEE oHE-
FEHA 2 TTY 711D

30+Km--Bassa™| Nigwe kundeIbat-mahola i mawinuhop nannipehmes be-to-dolla. -
Yukwelni-Kobol mahop-seblana, schoni-sebel numba T tehe mu I-
ticketIdoctaInan, bep0.TTY 7115

31 +Kurdish- PILY (P E =Ny P s e T e g Sl g e e el pdeafiamate gk padl
Soranid e iy 3 e g gl b gl 5 i 3 58I e TS s ity o o) 3 ST

.=J.g|_..D__.‘_-__.: s s TTY 7110

32+LaotianD vmudSohetlosunmgoscdscotayy oz hcluwisnesgumd
umﬁ?q*a'}e

cBossoguinwze, WS mmursc nlnotSu Sndu stuegnhldatyl
slulostuBnasguinu, Hocn- 0-TTY 7110

33aMarathiB | {rqeaTaT HTear ST - T Aa d- A0 Ag T THSUIET HEHN- 3R -
FeTedT HE EOH [aaH e Bl Aatad Had - soammeraar 0. TTY 7110

34 sMarshallese™d Eor-am maron-nan-bokjipafiim-melele-ilokajineoam ilo-ejjelok-
wonadn. Nankajiitok flanjuonri-ukok, kifdok ndmba-eo-emdj-an-ieje-
ilokaatinIDinkarék in-djmour-eo-am, jiped 0. TTY 7110

353 +hbicronesian | Komw-ahneki manaman unsek Lonrwi-en-alehdi sawas ch-mengihtik-

-Pohnpeian™| i pein-omwi tungeal lokaia i schisepe. Pwenpekisawas ensoun-
kawehweh, ekerdelepwohn nempe ong-towehkan me schisepe me-
ntingthdi ni-pemn-omrwi -dearopwe me pid keascandien-kehl, padik0.-
TTY 7110

364Navajold T'ééiﬁk‘ehdccba_a_h 'alinigoo bee baa hane'igii 44 ninizaad bee-
nika'e'ey eegcbee na'ahoot'i' 'Ata"halne'i a vintkeedgo, ninaaltsoos-
nitiz7 “ats’7 7 beebaa’ahavl bee nddhozinTg7 7 bik1 1 bd4dshbee-

hane’7 4117 7k’ehbee hane’7 bik1 7g7 7 bich’8 hodilnih d6o 0 bit-
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'adidulchit. TTY 7110

37 +Nepakd TS HI AT ST T 9 e e A oT-T- S HRI- WIod 7T - HTHHN - IS HaT-
T | TG Ao - FITF - ST 3730 7T, TS ! Ta s O TR
FISAT A CIe-I HEFT i AHE AT Heaeh areie 1, 0 emes - TTY -
7111
8 +Nilotic- Yintor 161 bé vikuony né werevic de thon dudbac ke cin-wéu tidue-
Dinkat ke piny. -Acin-bi ran-vé koc per-thok thiééc, ke yintol nimba vene yup-

abacde -ran-ton ve koc-wiidrthok toné ID kat-dudn-de pinakimvic,-
thiny0-vic. TTY 711.2

39 +Norwegiant

Du-har retttil-a-fa-gratishjelpog-informasjonpadittegetsprak.-
For-abe-om-entolk, ring°gratisrmmmeretformedlemmersom-
eroppfert-pahelsekortetdittogtrykk0.-TTY 7110

40 +Pennsylvan

Duhoscht-die Recht fer- Hilfunn Information in-deine Schprooch-

anDutch® | griege, fernix Wann-du-en Iwwersetzerhawwe willscht kannschtdu-
die frei Telefon Nummer-uff-dei Gesundheit Blann ID-Kaarde yuuse, -
dricke 0. TTY 711D
41 +Persian- Tl g3y ol pe nuilai .-'_.i'.:u_-._-;'_f__:lJ.J};n.“_:.l_;.;}i.:__:_:.;‘_:._'_:_n_},_;nl .3.J_nsd. 2 ga-lad
Farsiz s Jalil il po -l ja-ealic i 48 lifeaals - A0 usla- - 5a

A5 rgeaed TTY 7110

42 +Purnjabd =

Tl1%aEas, 058 o

43 +PolishD Maszprawodo-uzvskania bezplatne) informacyi 1 pomocy we-
wiasnymiezyku. Poustugi tlumacza zadzwon pod bezplatny numer-
umieszczony na karcie identyfikacyinej planu medveznegoiweisnij 0. -
TTY 71112

44 +Portuguese | Voce tem-o-direitode -obterajuda e informacio-em-seuidioma-e sem-

custos. Para solicitaruminterprete, ligue para®onumero-de telefone-
gratuito-gque constano-cartiode ID-do-seu-planode saude, pressione-
0TITY 7110

45 +RBomamnian™

Aveti dreptul de-a-obtine gratuitajutorsi informatiin limba-
dumneavoastrd. Pentrua cere uninterpret, sunatila numaral-de-
telefon gratuitcare se-giseste pe cardul dumneavoastrd desdndtate, -
apasatipetasta0. TTY 7110

46 +Bussiand

BrerumeeTe Tpas0o Ha DECHAATHOE TOAVIEHHE TIOMOIITH H-
HHOPMAIINE Ha BalTeM A3uKe. UTOOM TOAATE 3aIpOC TIEPEEOATHEA -
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IMOZBOHHTE 0 DecIAATHOMY HOMepY TeredOHA, THAZAHHOMY Ha
oOpAaTHOH CTOPOHE BAINEH HAHTHCPHKATHONHOH KADTE H HaEMHATE -
0N TTY 7110

47 ASamoan--
Fa'asamoa O

E 1arlou-did tataue mava atuaise fesoascani ma-fa’amatalagailan-
gagana e-auncama-setotogl. Ina1afa’atalosagaina setagatafa’aliin, -
viliile-telefoni mo-suiele totogia oloo isiatuilav peleni 1 lav pepa-
Iy mo-le soifua maloloing, oomile 0. TTY 711.0

48 45erbo-
CroationD

Imate pravo-da besplatnodobijete pomoc i informacije na-Vasem-
jeziku. Da biste zatrazili prevodioca, hazovite besplatni broj naveden-
naiskaznici Vaseg%zdravstenogosipuranjad potisnite 0. TTY 711.1

49 +5pamshd

Tienederecho-a recibir-avuda € informacion-en-suidioma sincosto.-
Para solicitarun-interprete, llame 4l numero-de teléfono-gratuito para-
miembros-que se encuentra en-su-tarjeta deidentificaciondel plan-de-
salud v presione 0.+

TTY 711d

50 +5udanic-
Fulfulde

Dum-hakke maada mballedaa kadin kebaahabaminderwolde maada-
naa maa-a yobil. To-a vidi pirtoowo, noddu limngal mo-telefol caahu-
limtaadonderkaatiwol ID maada ngol njamu, nyo”u0. TTY 711.0

51 45vrahili

Una hakiva%uopata msaada™amarfa¥ora lugha vakoila gharama. -
Kuomba mkalimani, piga nambanva wanachama va bure-
ilivoorodheshwa Ewenve TAMva kadi vakova mpango-wa-afra, -
Fonvezal. - TTY 7110

32+5vnac-
Assyrant

Tharfi . dscidls R aashe e Riis” o shulass fhane . dnelherd . Ak
‘g Al e mlrfa A rflien ML ddoc e, e g nd rdnusal

.'D'_,Jl:.nn'ﬂﬁj;:l'.qmnm"_'l 1=

33 +4Tagalogt

Mav-Earapatan Eangmakatanggapngtulongatimpormasyon-sa ivong:
wika nangwalangbavad. Upang humilingng-tagasalin, tawaganang-
tell-free na numero ng-teleponona nakalagavsatvongID cardng-
planong pangkalusugan, pindutinang 0. TTY 7110

34+Telugud

Jerodi m _j“e:%amm“&u“z;naﬁ oo Todcin Y armed Fodrm 8% e *
WEJETGEG&.GEJSE&#G&JBP’QFFUDQJ gt -Ergi-éﬂ.ﬁ-mcl'ﬁ-tnij -Bogd-erdiom -730133}&%-
£5%5 -5 Doeth 535, 0 T‘gﬁ}&ﬂ*‘b TTY- 7110

533#Thaid

aa mal @ e " ] © Wes_ W ed e 3w L e
FAEMEVAT JRTUA TN A R tq.li:-'Jl' 1.'-|.Fl'|".'| TR AT R SR LR 1.'|ﬁl 18" WIRRTART MU BTN BN
5, = ot CR T S s m o w r
L va Insdmi e e n i @ ;'TJ'-I'J mry TR AT ETH T STV RS WRIFRT D }

aow e . o pm & ] £ - = o]
a1'H'E'Jil'ﬂ'.d?l'.|1'..l'JFﬂlfi1'ﬂ11Fl1f.F|ﬂ'.l'\ﬂEFIH':'IF|' lvalnsaeewn e -11

36 +Tongan--

‘Okukerma’™n‘aetotonu-ke man'ae-tokon mo-e-“u-fakamatala “i-

ho'oleafakafonua ta’etotong. Ke tole ha tokotaha fakatonulea, ta ki
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FakatongaD | he-fika telefoni ta’etotongi ma’ae kaumemipa “a ee‘okulisi“Tho’'o-
kaati ID ki ho'o-palani kihe mo'uileles, Lomi' T “a e 0. TTY 7112

3T +Trukese+ Miwor-omw pwung om-Eopwe nounou 1ka amasounoum-ekkewe-

(Chuukese)J| aninisika toropwen -aninis nge epwe awewetiw non kapasen fonuom, -
ese kamo.Tka ka mrwochen tungoren-aminisin chiakku, kon%ewe-
member-nampa, ese pwan kamoe, mi pachanong won-an noum-health-
plan-katenID, iwe tiki"0". RenTTY, kori 711.0

384TurkishD Kendidilinizde Geretsiz olarak vardmm ve bilgd alma hakkimz-
bulunmaktadir Birtercimanistemekicin-saghk plaru kimlik karbman-
tzennde ver-alanGcretsiz telefon numarasimaravamz, sonra 07a-
basmuz. TTY {vaziliiletigm) icin 71113

394Ukminian®™ | V-BaceIpaso oTpHMATH DE3KOIITOBHY ACIOMOTT T IH(OpMAITIO Ha -
Banmin piamii Moei. TI{o0 TOA4TH 3aIHT TPO HAAAHHA TIOCATT -
Imeperiasada, 2aTereOHVHETE Ha De2KOIITORHIN HOMep TeAeDOHT
VIACHMEKS, BKA33HHH Ha BANTH iAeHTHQKAITHIT KapTi A=Y
MEAWIHOTO CTPAXVEAHHA, HATHCHITE 0. TTY 71112

60+Urdno Y S T VR S SRR S ) WX P P VT Tyt
Lo rm g .:.‘E-\_?-.'-_ _.r""-:l—'—.a-J d- gz e B ‘E_J:J—“"_;}-J—“"“JJ-H}‘r'—'rJ
il T-7110

61 +Vietnamese Qm”'n €O quy enﬂucec g_up dda 'CE.p thong- tnba_ng ngcn nplF-cua-
qu'r'n mien-phi. "Bm éucauduoc thong-dich-vi Eng_up d&, vuilong-
20150 d_enﬂma -m_enph_ danh cho ‘héi vienduocnéu-trén-the TD-
chucengtttm ‘bao ‘hiem v té-cua quyv i, bams6-0. TTY 7110

247 1iddishd 15~ FRIIR-TID - TR TR TR T IR IR R TIR I AR2 S DI T ORT TR
a7 T HIRT R TONT IR

&7 TI T TR IR - T O -OR T 901 TR T T W05 T B YRD-0F LD T T, SR
OTTYTIFD
63 +Yombal O nietplatitiiranwoati 1fitonilets gha niede re-larsanwo. Latiba-

ogbufo-kansoro, pé 50t nomba -ero-ibanisoro laisanwoibode tia-to-
sorn kadiidanimo ti etoilerate, te0’. TTY 7111
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ADDENDUMJUNITEDHEALTH ALLIES

Introduction

This Addendum to the Summary Plan Description provides discounts for select non
Covered Health Services from Physicians and health care professionals.

When the words "you" and "your" are used the Planrisngfte people who are Covered
Persons as the term is defined in the Summary Plan Description (SPD). See Section 14,
Glossamg the SPD.

Important.

UnitedHealth Allies is not a health insurance plan. You are responsible for the fyll cost of
any servicgsurchased, minus the applicable discount. Always use your health ingurance
plan for Covered Health Services described in the Summary Plan Description (spe Section
5,Plan Highlightshen a benefit is available.

What is UnitedHealth Allies?
UnitedHealth Aies is a health value program that offers savings on certain products and
services that are not Covered Health Services under your health plan.

Because this is not a health insurance plan, you are not required to receive a referral or
submit any claim fors.

Discounts through UnitedHealth Allies are available to you and your Dependents as defined
in the Summary Plan Description in SectioGb$sary

Selecting a Discounted Product or Service
A list of available discounted products or services can bd vidime at

www.Unitedhealthallies.comor by calling the number on the back of your ID card.

After selecting a health care professional and product or service, reserve the preferred rate
and print the rate confirmation letter. If you have reserved a product or service with a
customer seree representative, the rate confirmation letter will be faxed or mailed to you.

Important.
You must present the rate confirmation at the time of receiving the product or seyvice in
order to receive the discount.

Visiting Your Selected Health Care Profeakio

After reserving a preferred rate, make an appointment directly with the health care
professional. Your appointment must be within ninety (90) days of the date on your rate
confirmation letter.
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Present the rate confirmation and your ID card at thegdmeeceive the service. You will
be required to pay the preferred rate directly to the health care professional at the time the

service is received.

Additional UnitedHealth Allies Information

Additional information on the UnitedHealth Allies program eatained online at
www.Unitedhealthallies.comor by calling the phone number on the back of your ID

card.
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ADDENDUMPARENTSTEPS

Introduction

This Addendum to the Summary Plan Description illustrates the benefits you may be eligible
for under the RrentStefsprogram.

When the words "you" and "your" are used the Plan is referring to people who are Covered
Persons as the term is defined in the Summary Plan Description (SPD). See Section 14,
Glossamg the SPD.

Important.

ParentStefids not a healtmsurance plan. You are responsible for the full cost of gny
services purchased. ParentStefiscollect the provider payment from you online vll
the ParentStepsvebsite and forward the payment to the provider on your behalf.
Always use your healthurence plan for Covered Health Services described in the
Summary Plan Description SectioRlan Highlightshen a benefit is available.

What is ParentStepa

ParentStefids a discount program that offers savings on certain medications and services
for the treatment of infertility that are not Covered Health Services under your health plan.

This program also offers:

Yy Guidance to help you make informed decisions on where to receive care.
Yy Education and support resources through experienced infertilisy nurse

Yy Access to providers contracted with UnitedHealthcare that offer discounts for infertility
medical services.

Yy Discounts on select medications when filled through a designated pharmacy partner.

Because this is not a health insurance plan, you are metiregéceive a referral or
submit any claim forms.

Discounts through this program are available to you and your Dependents. Dependents are
defined in the Summary Plan Description in Secti@ldstary

Registering for ParentSté&ps

Prior to obtaining dcounts on infertility medical treatment or speaking with an infertility
nurse you need to register for the program online at
www.myoptumhealthparentsteps.conor by calling ParentSt&psli-free at 87780%
3507.
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Selecting a Contracted Provider

After regstering for the program you can view ParenfSagikities and clinics online

based on location, compare IVF cycle outcome data for each participating provider and see
the specific rates negotiated by ParenfStégseach provider for select typestdrtility
treatment in order to make an informed decision.

Visiting Your Selected Health Care Professional

Once you have selected a provider, you will be asked to choose that clinic for a consultation.
You should then call and make an appointment waiticlthic and mention you are a
ParentStefflanember. ParentStépsill validate your choice and send a validation email to

you and the clinic.

Obtaining a Discount

If you and your provider choose a treatment in which Pareft8sepsintapply, the
provider will enter in your proposed course of treatment. ParéhiBliegisrt you, via
email, that treatment has been assigned. Once you log in to the P&reetStgpsyou
will see your treatment plan with a cost breakdown for ymw.rev

After reviewing the treatment plan and determining it is correct you can pay for the
treatment online. Once this payment has been made successfully PareititBtdibg
your provider with a statement saying that treatments may begin.

Speaking witla Nurse

Once you have successfully registered for the ParénpBtgpsm you may receive
additional educational and support resources through an experienced infertility nurse. You
may even work with a single nurse throughout your treatment if you choose

For questions about diagnosis, treatment options, your plan of care or general support,
please contact a ParentStepsse via phone (tdliee) by calling-8667744626.

ParentSteffurses are available from 8 a.m. to 5 p.m. Central Time; Mondgly thro
Friday, excluding holidays.
Additional ParentStepmformation

Additional information on the ParentSfgm®gram can be obtained online at
www.myoptumhealthparentsteps.conor by calling -B7 78013507 (tolfree).
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